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AMA Cleveland Interim Session. — The 
first annual interim session of the American 
Medical Association was held in Cleveland 
January 5-8, consisting of two days of meet- 
ings of the House of Delegates and two days 
of scientific meetings with scientific and 
technical exhibits on display throughout the 
session. The scientific meeting was preceded 
by the eighth annual Congress on Industrial 
Health, sponsored by the Council on Indus- 
trial Health of the A. M. A. 

Throughout the entire session the prestige 
and relative importance of the general prac- 
titioner in modern medicine was stressed. 
This theme was particularly highlighted by 
the selection by the House of Delegates of the 
recipient of a medal for the general prac- 
titioner who had rendered the most excep- 
tional service to his community and the 
awarding of this medal at a public meeting 
on Wednesday evening. Dr. Archer C. Sudan, 
age 56, of Kremmling, Colo., was selected 
for this honor by the House of Delegates 
from three names placed in nomination by 
the Board of Trustees. The other three nomi- 
nees, chosen by the Trustees from 180 names, 
were Dr. W. L. Pressly, age 60, of Due West, 
S. C., and Dr. Jacob T. Oliphant, age 60, of 
Farmersburg, Ind. A grass roots conference 
sponsored by the Council on Medical Service 
and the entire scientific program were also 
arranged primarily for general practitioners. 

A total of 167 delegates were registered, 
6 of them from Texas. Drs. B. E. Pickett, 
Sr., Carrizo Springs; E. H. Cary, Dallas; F. 
J. L. Blasingame, Wharton; and Allen T. 


Stewart, Lubbock, represented the State 
Medical Association of Texas, while Dr. H. 
E. Griffin, Graham, was a delegate from the 
Section on the General Practice of Medicine, 
and Dr. Charles T. Stone, Galveston, was a 
delegate from the Section on Internal Med- 
icine. Four other Texas physicians were 
among the more than 3,000 doctors who at- 
tended the Cleveland session. 


THE HOUSE OF DELEGATES, presided over 
by Speaker Dr. R. W. Fouts, Omaha, went 
into session Monday morning, January 5. 
After disposing of the important matter of 
selecting the recipient for the general practi- 
tioner award, the delegates considered the 
large amount of routine work which faced 
the House, some of the highpoints of which 
were brought out in the address of the 
Speaker. 


PRESIDENT’S ADDRESS.—President Dr. Edward L. 
Bortz, Philadelphia, in his address, sounded a plea 
for medical preparedness in the event of another 
national emergency. He praised the work of the 
Council on National Emergency Medical Service of 
the A.M.A., which was organized for the purpose 
of utilizing the medical profession to a higher degree - 
in the event of another catastrophe, similar to World 
War II. He urged wholehearted cooperation between 
the medical profession and the U. S. Atomic Energy 
Commission and read a statement from Dr. Shields 
Warren, medical consultant to the U. S. Atomic 
Energy Commission, Washington, in which he said: 
“The increasing use of atomic energy and its out- 
standing peacetime products, radioactive isotopes, 
constitutes a challenge to the medical profession. 
The radioactive isotopes are the most important de- 
velopment in research since the invention of the 
microscope. They promise to unfold new technics 
that will demand the highest degree of scientific 
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imagination and skill for full exploitation. The re- 
sponsibility of the new field is clear and pressing. 

“The Atomic Energy Commission is desirous that 
the medical profession shall explore all possible 
avenues by which the beneficial effect of atomic 
energy may be used to aid mankind and that the 
medical profession shall take the necessary measures 
to protect mankind against radiation and other 
hazards which may exist in the field of atomic 
energy.” 

Public relations was especially emphasized by 
President Bortz, who stated that “public relations 
in essence is much more than the appointment of a 
counsel” and “certain responsibility devolves upon 
each doctor and employee of the profession to inter- 
pret correctly its functions in terms of public 
benefit.” 

He announced the release by Secretary Dr. George 
F. Lull of the handbook of the American Medical 
Association which was prepared by Dr. Austin 
Smith and others working with him. This in a con- 
cise manner gives the organization of the A.M.A. 
and the duties of all of its councils, committees, 
and bureaus and the general workings of the Asso- 
ciation headquarters. Copies of this handbook were 
made available to all those attending the meeting of 
the House. 

In discussing medical care plans and the need for 
expansion of medical care, President Bortz stated 
that “It should always be kept in mind that com- 
pulsion is an odious term and taxation is not ordi- 
narily interpreted as insurance. In setting up an 
plan, therefore, it is important that accurately 
descriptive terms should be employed by all con- 
cerned.” He stated further that Congress is now in 
session and “it is our responsibility to see that the 
folks back home instruct their representatives con- 
cerning the importance of maintaining the demo- 
cratic approach to the solution of our social 
problems.” 

In keeping with the approval of the House of the 
recommendation that there be closer affiliation of 
medical students with the Association, President 
Bortz indicated that certain alterations in the By- 
Laws will be presented with the hope that in the not- 
too-distant future, a plan for student affiliate 
membership for third and fourth year medical 
students and possibly also first and second year 
medical students may be provided for. Also, con- 
sideration will be given to worthy papers by stu- 
dents for inclusion in THE JOURNAL. 

Other subjects touched upon by the President were 
the Woman’s Auxiliary and the importance of this 
supplementary arm of the Association, the progress 
made in the study of nursing problems, plans for a 
new Association headquarters building, and some of 
the outlooks for progress of medicine in general. 

THE REPORT OF THE BOARD OF TRUSTEES, given by 
Dr. E. L. Henderson, chairman, discussed the Asso- 
ciation finances and the need for an increase in the 
fellowship dues. 

In a special committee report on the practice 
of medicine by hospitals, Dr. Henderson stated 
that the passing of resolutions condemning the 
system whereby a hospital exploits the services 
of a physician as especially applied to the four sub- 
specialties of anesthesiology, pathology, radiology, 
and physical therapy has not accomplished a com- 
pletely satisfactory solution of the problem. He said 
that a great deal of further study and experimenta- 
tion needs to be done before a satisfactory solution 
will be reached. 

He stated that physicians should at least insist 
upon the following: “(1) recognition that the spe- 
cialties of pathology, radiology, anesthesiology, and 
physical therapy are the practice of medicine; (2) 
all specialties in a hospital should be under the juris- 
diction of the medical board; (3) all specialists 
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should be on the staff of the hospital and be repre- 
sented on the medical hoard; (4) conditions of em- 
ployment will vary locally and they must have the 
approval of the medical board of the hospital whose 
responsibility it should be to see that these pro- 
visions are carried out; (5) the interests of the 
general public should be paramount and local condi- 
tions must be taken into consideration; (6) there 


“must be cooperative understandings with the hos- 


pitals and specialists groups; and (7) it is recom- 
mended that the House of Delegates request the 
Board of Trustees to appoint a committee to study 
the various resolutions passed previously by the 
House and that this committee be directed to arrange 
conferences with the hospital associations and the 
various specialist societies, in order that a solution 
may be worked out which will be fair to all parties 
and redound to the benefit of the public.” 

Dr. Henderson also gave a general outline of the 
organization of the World Medical Association. Four 
representatives of the A.M.A. present at the or- 
ganizational meeting, which was held in Paris last 
September, were Dr. E. L. Henderson and Dr. L. H. 
Bauer as delegates and Dr. E. E. Irons and Dr. 
R. L. Sensenich as alternate delegates. Dr. Hender- 
son stated that the aims of the W.M.A. as de- 
fined in its constitution are: “(1) to promote closer 
ties among the national medical organizations and 
among the doctors of the world by personal contact 
and all other means possible; (2) to maintain the 
honor and protect the interests of the medical pro- 
fession; (3) to study and report on the professional 
problems which confront the medical profession in 
the different countries; (4) to organize an ex- 
change of information on matters of interest to the 
medical profession; (5) to establish relations with 
and to present the views of the medical profession 
to the World Health Organization, U.N.E.S.C.O., 
and other appropriate bodies; (6) to assist all 
peoples of the world to attain the highest possible 
level of health; and (7) to promote world peace.’ 

He stated further that it was evident that the 
income from the dues would be insufficient to 
make the World Medical Organization effective, and 
that delegates from the American Medical Associa- 
tion offered to provide $5,000 a year for five years 
to be raised by voluntary subscription from industry, 
medical organizations, and individual physicians. 
There were certain provisions which had to be 
agreed upon before the A.M.A. would make this 
money available, the principal ones being that the 
headquarters and general secretariat would be lo- 
cated in North America. These were accepted, and 
it has since been decided that the headquarters will 
be in New York City. The temporary secretary of 
the World Medical Association is Dr. Charles Hill of 
Great Britain; the permanent secretary has not yet 
been selected. There will be three assistant secre- 
taries, one English-speaking, one French-speaking, 
and one Spanish-speaking as these are the three of- 
ficial languages of the association. A bulletin is to 
be published by the association at stated intervals. 

Increase in Fellowship Dues.—Following the re- 
port of Dr. Henderson, a supplementary report of 
the Board of Trustees was presented by Dr. Allen H. 
Bunce of Georgia, consisting of a resolution which 
in substance was to raise the fellowship dues of the 
Association from $8 to $12, effective January 1, 
1948. This resolution was adopted, and the By-Laws 
have been so amended. 

A COMMITTEE TO EXPEDITE THE WORK OF THE 
HOUSE OF DELEGATES offered a report presented by 
Dr. James R. Reuling of New York. The report was 
approved and the changes in procedure will be effec- 
tive at the next meeting of the House. 

THE COMMITTEE ON NURSING PROBLEMS report, 
presented by Dr. Thomas P. Murdock, chairman, 
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was referred to the Reference Committee on Educa- 
tion and in turn was approved by the House of 
Delegates. In this report it was recommended that 
the A.M.A. cooperate with the American Hospital 
Association and the American Nurses Association in 
the creation of a permanent conference committee 
of fifteen members, five to be named by the Board 
of Trustees of the A.M.A., to make a continuous 
study of the problems related to nursing that are 
common to all. 

Three other resolutions were referred to the Ref- 
erence Committee on Education. A resolution pre- 
sented by Dr. Hans H. Reese of the Section on 
Nervous and Mental Diseases, recommending that 
the A.M.A. endorse the National Multiple Sclerosis 
Society and its program of education of the public 
in this field, and of undertaking investigation 
leading to a solution of its problems in qualified 
hospitals and medical centers, was approved by the 
House. A combination of two resolutions introduced 
respectively by Drs. Hilton S. Reed of New Jersey 
and Edgar P. McNamee of Ohio was also approved. 
This resolution recommended that the Speaker of 
the House appoint a special committee on intern 
placement, consisting of five members, including two 
general practitioners (1) to study the supply and 
distribution of interns with particular emphasis on 
furthering interest in general practice; (2) to co- 
operate with the Council on Medical Education and 
Hospitals and other interested agencies in an effort 
to arrive at a method leading to better distribution 
of interns; and (3) to present a report of its find- 
ings and recommendations to the House at the an- 
nual session in 1948. 

THE COMMITTEE ON RURAL MEDICAL SERVICE, Dr. 
F. S. Crockett, chairman, presented a handbook 
of reports on activities during the past year of 
forty-five of the forty-eight states where state 
medical committees on rural medical services had 
carried on their activities. This report was ap- 
proved, and the Committee on Rural Medical Service 
was commended for its work. 

THE COUNCIL ON MEDICAL SERVICE progress re- 
port was acted on favorably by the Reference Com- 
mittee on Medical Service and was adopted by the 
House in executive session. In this report it was 
recommended that the Washington News Letter be 
presented in a more interesting and attractive form 
and that it be made more generally available to the 
physicians and members of the Association, since it 
is not at this time reaching the physicians who 
need it most. The Reference Committee also re- 
ported that it had noted with-great interest the 
extension of voluntary prepayment and medical 
care plans and wished to commend the council for 
its activities in this regard. 

THE COUNCIL ON SCIENTIFIC ASSEMBLY report 
was presented by Dr. Henry R. Viets, chairman. 
The high point of this report was the controversy 
over the formation of the new Section on Diseases 
of the Chest which resulted from action of the House 
of Delegates in creating a section at the 1947 ses- 
sion at Atlantic City. It seems that the House had 
created this Section on Diseases of the Chest with- 
out recommendation of the Council on Scientific 
Assembly. The report was referred to the Reference 
Committee on Amendments to the Constitution and 
By-Laws, which presented the following resolution: 
“Resolved, That the action of the House of Dele- 
gates in June 1947 regarding the creation of a 
Section on Diseases of the Chest be approved as it 
conforms to the Constitution of the American Medi- 
eal Association as expressed in Article 9, Section 3, 
page 5. Your committee recognizes that Chapter IX, 
Section 3, page 24 of the By-Laws allows a possible 
conflict of interpretation and suggests that this 
conflict between the Constitution and the By-Laws 
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be referred to the Committee to Study Revision of 
the Constitution and By-Laws.” This report was 
approved by the House. 


MISCELLANEOUS RESOLUTIONS. — Two resolutions 
which were presented were referred to the Refer- 
ence Committee on Legislation and Public Relations. 
One of these, presented by Dr. T. K. Lewis of New 
Jersey, on disapproval of the principles of granting 
aid to all states regardless of established actual 
need, was not recommended by the committee be- 
cause it was felt that this would be politically in- 
expedient and might alienate valuable congressional 
support of the A.M.A. The other, presented by Dr. 
Herbert H. Bauckus of New York, condemning the 
propaganda distributed to the armed forces through 
a pamphlet entitled “Is Your Health the Nation’s 
Business?” was changed to read “Resolved, That 
the Board of Trustees be empowered to take any 
action it sees fit, after study of this pamphlet ‘Is 
Your Health the Nation’s Business,’ to call the 
attention of Congress again to this additional mis- 
use of federal funds for propaganda purposes.” The 
House adopted the report of the Reference Com- 
mittee. 

Two resolutions were referred to the Reference 
Committee on Hygiene and Public Health, the re- 
port of which was approved by the House. One of 
these, presented by Dr. Burt R. Shurly of the Section 
on Laryngology, Otology, and Rhinology, recom- 
mended that the A.M.A. be requested to give extra 
efforts in the publication of the methods of using 
x-rays of the chest for the early diagnosis of pul- 
monary tuberculosis, particularly in school children 
and teachers throughout the country. The resolution 
was revised to read, “Resolved, that the American 
Medical Association recognizes the great effective- 
ness of this method in the screening and diagnosis 
of pulmonary tuberculosis and will endeavor through 
the appropriate council, bureau or committee of the 
A.M.A. to further, whenever in its judgment it is 
indicated, activation and support of measures de- 
signed to make as widespread as possible, par- 
ticularly in schools and school personnel, the use of 
this highly efficacious diagnostic procedure.” 

The other resolution, presented by Dr. John W. 
Cline of California, recommended that the A.M.A. 
call to the attention of the Congress and the U. S. 
Public Health Service that as a result of world con- 
ditions, diseases, including tuberculosis and other 
communicable diseases, are widespread in many 
portions of the world; therefore that all immigrants 
should have a reliable physical examination, includ- 
ing x-ray examination of the chest, prior to being 
admitted to this country, preferably prior to leaving 
the country of origin. This resolution was approved 
as presented. 

THE TEN-POINT NATIONAL HEALTH PROGRAM of 
the A.M.A. was considered in a supplementary re- 
port of the Board of Trustees, presented by Dr. E. 
L. Henderson, chairman. This report, which should 
be read by every member of the State Medical 
Association of Texas, brings out the progress which 
is being made in ten major fields: (1) nutrition, 
housing, clothing, and recreation; (2) preventive 
medicine and health departments; (3) prenatal care 
and childbirth; (4) infant welfare and child care; 
(5) hospitals, health and diagnostic centers; (6) 
voluntary prepayment plans for hospital and medi- 
cal care; (7) veterans’ needs for hospital and medi- 
cal care; (8) research for advancement of medical 
science; (9) voluntary health agencies and philan- 
thropic funds; and (10) health education in pre- 
vention of disease. (EDITOR’s NOTE: Discussion of 
this program will appear in a future issue of the 
JOURNAL.) 

Following the presentation by Dr. Henderson, 
Mr. Theodore R. Sills, head of the firm which has 
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been retained by the A.M.A. as public relations 
counsel, and Mr. Lawrence W. Rember, newly- 
appointed executive assistant to Dr. Lull in charge 
of public relations, were introduced, followed by 
the presentation and address of Dr. T. C. Routley, 
secretary of the Canadian Medical Association, and 
an introduction of four Canadian physicians who 
accompanied Dr. Routley. 

While the House was in session all of its mem- 
bers stood for a moment in silent tribute to the 
memory of the late Drs. C. W. Roberts, former mem- 
ber of the Board of Trustees, and Holman Taylor, 
long-time delegate to the A.M.A. from the State 
Medical Association of Texas. 

Complete transactions of the House of 
Delegates are published in The Journal of the 
A. M. A., January 17 and 24, 1942, issues, 
pages 181-191 and 257-269. 

THE SCIENTIFIC ACTIVITIES of the session 
consisted in the program of the assembly for 
general practitioners, which began Wednes- 
day morning, January 7, and continued 
through January 8, and the scientific and 
technical exhibits, which continued through- 
out the four days of the meeting. A part of 
the scientific program and a highlight of 
the entire session was the meeting on 
Wednesday night, January 7. The Honor- 
able Clinton P. Anderson, Secretary of Agri- 
culture, spoke on nutrition as a world prob- 
lem, and the Honorable Oscar Ewing, Fed- 
eral Security Administrator, gave an ad- 
dress concerning the relationship of the 
medical profession to the Federal Security 
Administration, concluding with the presen- 
tation to Dr. Sudan of the general prac- 
titioner’s medal. In his talk Mr. Ewing ex- 
pressed his evaluation of the general prac- 
titioner in medicine as a symbol of “some- 
thing very close to the heari of America,” 
and pointed out some of the problems he had 
encountered since assuming the position of 
Federal Security Administrator, touching on 
the controversy which is raging between the 
proponents and opponents of national health 
insurance. Dr. Sudan, in receiving the medal, 
stated in a few well-chosen words that he 
considered the award a recognition by the 
A.M.A. of the work of thousands of other 
general practitioners in the United States 
and reiterated his faith in the future of 
American Medicine. 

The remainder of the scientific program 
consisted in symposiums, panel discussions, 
and the reading of papers by men of note in 
the medical profession of this country. There 
was ample provision for the asking of ques- 
tions and participations by those in at- 
tendance. 

Another highlight of the entire session was 
the presentation of a large number of ex- 
tremely interesting scientific exhibits, which 
included clinics operated by various Cleve- 
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land hospitals and physicians but presented 
in the auditorium where the meetings were 
held. Of particular note was the clinic for 
detection of cancer in which any member in 
attendance at the meeting could be examined. 
Other clinics included dermatology, with 
patients presented by members of the Cleve- 
land Dermatological Society; diabetic pa- 
tients brought under the auspices of a com- 
mittee which included the American Diabetic 
Association; and a clinic on conservation of 
hearing conducted by otolaryngologists. Also 
outstanding in these exhibits were a number 
of rehabilitation demonstrations in which 
physically handicapped persons played 
games, operated mechanical equipment, and 
displayed new prosthetic devices. A sports 
round-up and placement demonstration the 
evening of January 6 showed the residual 
ability of physically handieapped persons 
and their actual placement in industry and 
their proficiency in various sports such as 
dancing, badminton, and skating. 

The continuous motion picture program 
also was a feature of the scientific program. 
The usual technical exhibits were on display 
and more than one hundred fifty firms were 
represented. These added much to the in- 
terest and the color of the session. Many 
innovations and new preparations were 
presented to the medical profession in these 
exhibits. 

A GRASS-ROOTS CONFERENCE of secretaries 
and other representatives of county medical 
societies was held the evening of January 6 
under the auspices of the Council on Medi- 
cal Services. It was devoted primarily to the 
problems of general practice and to the gen- 
eral practitioner. The program consisted in 
a welcome by Dr. George F. Lull, Secretary 
of the A.M.A., and addresses by Dr. Charles 
F. Wilkinson of Ann Arbor on “The Gen- 
eral Practitioner: How to Create More of 
Him for the Future Needs of the Country” ; 
Dr. Wingate M. Johnson, Winston-Salem, 
N. C., on “Upholding the Prestige of the 
General Practitioner,” and Dr. Fred Stern- 
agel of West Des Moines, Iowa, on “The Gen- 
eral Practitioner and Community Leader- 
ship.” , 

This was a highly successful conference in 
which many of the conflicting opinions re- 
garding general practice of medicine in the 
United States were aired. All were in agree- 
ment, however, that the general practitioner 
is and must continue to be the key personal- 
ity in providing the proper care for the 
American public, and as such, full facilities 
must be made available to him; also that 
many of the new graduates of medicine must 
be encouraged as much as possible to enter 
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general practice to fill the rapidly growing 
needs for more general practitioners. It was 
emphasized that the growing interest and 
importance attached to psychosomatic medi- 
cine and psychosomatic techniques can be 
expected in themselves to increase the im- 
portance of the general practitioner inas- 
much as psychosomatic medicine cannot be 
properly practiced unless the approach to 
the patient is made on a general rather than 
on a special basis. 


A Special Meeting of the House of Dele- 
gates of the State Medical Association, called 
by President Dr. B. E. Pickett, Sr., met in 
the Texas Hotel, Fort Worth, on January 16 
to consider the adoption of an agreement and 
fee schedule to provide medical service for 
veterans outside the Veterans Administra- 
tion hospitals. The delegates in attendance 
at this meeting of the House failed to ap- 
prove the agreement and fee schedule as 
presented, but adopted in its place a resolu- 
tion presented by Dr. John H. Burleson of 
Bexar County which expressed that “this 
House of Delegates feels that the best in- 
terest of the medical profession and the sick 
of the state of Texas will be best served by 
not entering into an agreement with the 
Veterans Administration; . . . that the fee 
schedule set forth is a fair and just schedule 
and that any individual physician, or group 
of ethical physicians be free to serve any and 
all veterans under its provisions as they may 
desire’; and that the Council on Medical 
Economics be commended for “an arduous 
work well done in preparing a schedule of 
fees that is fair to both physician and the 
Veterans Administration.” 

The adoption of this resolution by the 
House in session as a committee of the whole 
in fact expressed its disapproval of any spe- 
cific agreement which would bind the mem- 
bers of the Association to a specific fee 
schedule, but approved the fee schedule as 
being fair and equitable. 

In the early part of the meeting Dr. H. E. 
Griffin, Graham, chairman of the Council 
on Medical Economics, and Dr. C, C. Cody, 
Jr., Houston, who headed a delegation from 
the State Medical Association of Texas to 
Washington to try to draw up a fee schedule 
and agreement which would be satisfactory 
to the Veterans Administration and our 
Association and who was the spokesman at 
several conferences with the Veterans Ad- 
ministration, spoke in favor of the proposed 
agreement and fee schedule. They brought 
out the fact that the fee schedule was the 
result of many months of study and of ne- 
gotiation with the Veterans Administration, 
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and that in their opinion and that of other 
members of the Council on Medical Eco- 
nomics this agreement and schedule, though 
not perfect by any means, constituted a satis- 
factory working agreement between the 
Veterans Administration and the medical 
profession in Texas. They pointed out that 
although some of the fees were not just what 
we would like them to be, a number of them 
were larger than those asked by the com- 
mittee and that in almost all of the items 
about which there was question there had 
been provided in the agreement the oppor- 
tunity for arbitration on an individual basis. 
They stated also that two of the sections 
of the agreement, paragraphs 13 and 14, 
were not recommended by the Council on 
Medical Economics and that these could be 
marked “not approved” by the House of 
Delegates and still not invalidate the entire 
agreement. They and Dr. Fred Bearden, 
chief of the Outpatient Division of the Dallas 
Branch Office of the Veterans Administra- 
tion, who attended the meeting on invitation, 
explained that the proposed fee schedule pro- 
vided for an increase of from 50 to 75 per 
cent over those fees which were being paid 
by the Veterans Administration at the pres- 
ent time, and that in order to obtain these 
higher fees it would be absolutely necessary 
for the State Medical Association of Texas 
to enter an agreement with the Veterans 
Administration. This fact was emphasized 
three or four times during the meeting. 

A number of the delegates, including Dr. 
Burleson, who presented the resolution which 
was finally approved, expressed dissatisfac- 
tion with the agreement, stressing that they 
did not feel it was necessary for the State 
Medical Association to enter into any agree- 
ment with the Veterans Administration or 
any other federal agency. They all felt the 
fee schedule was fair and indicated they 
would like to see it put into effect. 

After a great deal of discussion pro and 
con the motion to approve the resolution of 
Dr. Burleson was presented and adopted on 
a roll call vote of 41 to 35. 

Although the majority present at this 
meeting of the House of Delegates was 
against accepting the agreement required by 
the Veterans Administration in order to take 
advantage of the fee schedule, the vote was 
close and the matter is not completely closed 
at this time. The matter can be reintroduced 
by any delegate who wishes to bring it be- 
fore the next meeting of the House. The 
agreement in full, along with the transac- 
tions of the meeting of the House, is pub- 
lished elsewhere in this JOURNAL (pages 646- 
656). It is up to the members of the State 



















Medical Association of Texas as to whether 
this proposal is to remain dormant or is to 
be revived at a future meeting of the House 
of Delegates. 




















The Dallas Southern Clinical Society Con- 
ference will bring its outstanding program 
for general practitioners and specialists for 
the seventeenth time March 15-18 at Hotel 
Adolphus, Dallas. Since 1929, the society has 
presented 188 eminent teachers of medicine 
as guest speakers at its conferences, and this 
year an additional twelve distinguished 
guests will participate in the general assem- 
blies, clinics, symposiums, daily round-table 
luncheons, and a clinical pathological confer- 
ence. The program will also include forty-two 
postgraduate lectures and a series of special 
clinics by local members of the society, mo- 
tion pictures, and technical exhibits. 

The honor guest speakers for the confer- 
ence include the following: 

Dr. BAYARD CARTER, Durham, N. C. (obstetrics 
and gynecology). 

Dr. C. D. CREEVY, Minneapolis (urology). 

Dr. FREDERICK A. Davis, Madison, Wis. (ophthal- 
mology). 

Dr. WILLIAM Dock, Brooklyn (medicine). 

Dr. Howarp K. GRAY, Rochester, Minn. (surgery). 

Dr. CHARLES A. JANEWAY, Boston (pediatrics). 

Dr. Louis H. NEwBuRGH, Ann Arbor, Mich. (in- 
ternal medicine). 

Dr. R. H. SMITHWICK, Boston (surgery). 

Dr. ARTHUR PuURDY STOUT, New York (surgery). 

Dr. OscAR SWINEFORD, JR., Charlottesville, Va. 
(medicine). 

Dr. W. WALTER WASSON, Denver (radiology). 

Dr. HENRY L. WILLIAMS, Rochester, Minn. (oto- 
laryngology and rhinology). 

The registration fee of $20 will include the 
entire scientific program, luncheons, and the 
annual clinic dinner, which will be held the 
final evening. 

Officers of the society have suggested that 
hotel reservations should be made early, di- 
rectly with the hotels, to be sure that accom- 
modations will be available. Advance regis- 
tration for the conference itself is being 
handled through the office of the Dallas 
Southern Clinical Society, Medical Arts 
Building, Dallas. 

The popularity of clinical conferences as 
a means of providing up-to-the-minute de- 
velopments in medicine in a concentrated 
dose, coated with the sweetness of good fel- 
lowship and pleasant entertainment, cannot 
be denied. For physicians who have attended 
previous conferences of the Dallas Southern 
Clinical Society, it is unnecessary to praise 
the programs provided; for those who have 
never been present, it is impossible to explain 
fully the value such programs carry for any 
physician, whether general practitioner or 
specialist. 
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Distinguished Guests for the Annual Ses- 
sion have been lined up by section officers, 
invited by the President, and topics for their 
discussions approved by the Council on 
Scientific Work. The resulting program, 
even though no other scientific offerings 
were to be provided during the April 26-29 
period in Houston, would be worth the time 
of members of the Association. The guests 
who will participate are as follows: 
Dr. E. V. ALLEN, Rochester, Minn. (medicine). 


Dr. W. L. BENEDICT, Rochester, Minn. (eye, ear, 
nose, and throat). 


Dr. JEAN V. J. CooKE, St. Louis (pediatrics). 
Dr. HAVEN EMERSON, New York (public health). 


Dr. LOWELL S. GoINn, Los Angeles( general prac- 
tice). 


Dr. WINGATE M. JOHNSON, Winston-Salem, N. C. 
(general practice). 


Dr. JOHN A. KOLMER, Philadelphia (clinical 
pathology). 


Dr. FRANK H. LAHEY, Boston (surgery). 

Dr. RALPH LUIKART, Omaha (obstetrics and 
gynecology). 

Dr. GEORGE F. LULL, Chicago (Secretary, Ameri- 
can Medical Association). 

Dr. LEO GEORGE RIGLER, Minneapolis (radiology 
and physiotherapy). 

_ Dr. WILLARD OWEN THOMPSON, Chicago (medi- 
cine). 

De WALTMAN WALTERS, Rochester, Minn. (sur- 
gery). 

Guests of the sections will present a paper 
before their respective sections, as usual, and 
most of them will speak at a general meet- 
ing and the joint sections meeting held the 
last afternoon, in addition to answering ques- 
tions at one or more clinical luncheons. Dr. 
Lull, who comes at the special invitation of 
the President, will address the House of 
Delegates. 

An innovation this year will be a public 
meeting the evening of Wednesday, April 28, 
at which Dr. Goin and Dr. Emerson will 
speak, an award for public health service 
will be presented by the Dallas Health Mu- 
seum, and music will be played. This meet- 
ing, provided for members of the Association 
who are not delegates and therefore will not 
be concerned with the meeting of the House 
of Delegates that evening, Auxiliary mem- 
bers, and the lay public, is expected to be one 
of the high points of the entire four days of 
the annual session. The speakers have been 
requested to keep their remarks on a level 
easily understandable by laymen, and the 
local committees in Houston are arranging 
publicity designed to encourage mass par- 
ticipation by Houston citizens. The result 
should be a friendly, informative gathering 
of the medical profession and the public 
—— will help in building pleasant relation- 
ships. 

Working under the handicap of limited 
time periods for their meetings, section of- 
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ficers have arranged information packed 
programs from a variety of papers offered 
by members of the Association. The section 
officers and the Council on Scientific Work 
regret that additional contributions of merit 
were necessarily omitted because of insuf- 
ficient time. 

Scientific exhibits, motion pictures, and 
technical exhibits will again be an important 
part of the annual session, as will special 
society meetings on Monday, the President’s 
Reception and Ball, alumni and fraternity 
banquets, and the many other activities 
which have become traditional. Of particular 
importance, of course, will be the meetings 
of the House of Delegates and the concurrent 
meetings of the Woman’s Auxiliary, without 
which the annual session could not be 
complete. 

A plea is again made by the Hotels Com- 
mittee, headed by Dr. Charles D. Reece, 
Medical Arts Building, Houston, that mem- 
bers of the Association who expect to be in 
Houston for the period of the annual session 
arrange immediately for hotel accommoda- 
tions. Lodging will be at a premium, and 
satisfactory rooms may not be secured at the 
last moment. 

The complete program for the annual ses- 
sion will be published in the March issue of 


the JOURNAL, but even before complete details 
are available, physicians who want to take 
advantage of the annual session activities 
should perfect their plans to get away from 
their offices and should reserve accommoda- 
tions in Houston. 


Annual Reports of County Medical So- 
cieties must be in the central office by March 
1. Blanks on which to make the reports and 
letters of explanation have been mailed 
to county society secretaries. It is hoped that 
a 100 per cent return can be achieved by the 
March 1 deadline. 

The By-Laws of the State Medical Associa- 
tion provide for an annual report from each 
county medical society, giving the full name 
of each member together with an indication 
of the type of membership held, the names 
of officers, details concerning transfers of 
membership, and the names and date of death 
of members deceased since the previous re- 
port. It is obvious that such information, in 
a complete and accurate form, is essential for 
the efficient operation of a central adminis- 
trative office. Since much of the information 
concerned must be properly recorded before 
the annual session of the Association, it is 
extremely important that the annual reports 
be sent in early enough to allow the central 
office staff to process them before the open- 
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ing date of the annual session. As the annual 
session this year will be somewhat earlier 
than usual, the reports must be available 
sooner. 

It should be pointed out again that dues 
for 1948 were payable January 1. The names 
of members who have overlooked paying 
their dues will not appear on the reports of 
county secretaries and will not be carried on 
the rolls of the State Medical Association. 
Members delinquent in paying dues cannot 
register for the annual session or take any 
active part in its program as essayists, dis- 
cussers, committeemen, or officers. Their 
medical defense privileges will also lapse. 
Dues which have not already been paid, 
therefore, should be paid at once to county 
society secretaries, and they in turn should 
forward the dues to the central office 
promptly. 

An accurate annual report from each of the 
124 county medical societies in the state by 
March 1 with a completely paid up member- 
ship—that is a goal which is possible of at- 
tainment and which will lay the groundwork 
for a more effective year for both the county 
and the state organizations. 


Dr. Harold M. Williams Was Named Secre- 
tary of the State Medical Association on 
January 17 by the Board of Trustees, acting 
in accordance with the By-Law providing 
that “any vacancy in the office of Secretary 

. shall be filled by the Board of Trustees 
until the next annual session of the House of 
Delegates.” The office of Secretary-Editor 
of the Association became vacant upon the 
death of Dr. Holman Taylor on December 4. 

Announcement that Dr. Williams had 
joined the staff of the State Medical Asso- 
ciation on July 1 as assistant secretary-editor 
was carried in the July, 1947, number of the 
JOURNAL (pages 166-167). Members of the 
Association who have not become acquainted 
with Dr. Williams may wish to refer to that 
JOURNAL to learn some of his qualifications 
for office. Many members who have worked 
with Dr. Williams in committees or have 
had other opportunity to know him and the 
zeal with which he has attempted to fill the 
breach created first by the death of Dr. R. B. 
Anderson and then widened by the death of 
Dr. Taylor have expressed confidence in his 
ability to administer the affairs of the Asso- 
ciation in a thoroughly satisfactory manner. 


Cancer Issue of the Journal.—Most of this 
issue of the JOURNAL is devoted to articles 
dealing with cancer, its diagnosis, control, 
and treatment. It seems appropriate to em- 
phasize this disease during this season of the 
year, for April has been designated as Can- 
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cer Month, and from now through that 
month the attention of the medical profes- 
sion and of laymen throughout the nation 
will be directed toward the need for educa- 
tion and research in this field. The American 
Cancer Society will conduct its annual cam- 
paign for funds during April. 

The editors anticipate that there may be 
occasions in the future when it will appear 
desirable to group a number of articles on a 
single subject in the same issue. As a matter 
of fact, the last several numbers of the 
JOURNAL have carried several articles each 
on a single general topic, though none of the 
previous issues has been so completely uni- 
fied as this one. Comments from the readers 
concerning this method of handling material 
will be appreciated. 


CURRENT EDITORIAL COMMENT* 

Cancer Control in Texas.—The majority 
of people depend upon the general practi- 
tioners of medicine for the bulk of their 
medical care. This is as it should be, but in 
the case of cancer, a heavy burden of respon- 
sibility is placed upon that group. With can- 
cer, perhaps more than with any other dis- 
ease, the life of the patient is in the hands of 
the first physician he consults. Once a pro- 
cedure is decided upon, there is seldom an 
opportunity to turn back; it thus becomes in- 


cumbent upon the physician who first sees 
the patient to be sure that he is started on the 


road to correct treatment. Another respon- 
sibility is to see that definite treatment is 
started at once. Delay in getting treatment 
started can outweigh the value of the best 
skill that can be brought to bear upon the 
patient when treatment is finally undertaken. 
So in a real sense, the office of the privately 
practicing physician and the hospital in 
which he cares for his patients become vital 
units in the system of facilities for cancer 
control. 

Some of these units are not adequately 
equipped. Each must of course have a cer- 
tain amount of physical paraphernalia, but 
there are two other essentials: a liberal sup- 
ply of professional knowledge, skill, and in- 
tegrity, and the honest desire to bring to 
every cancer patient the available resources 
for the diagnosis and treatment of his dis- 
ease. 

The organized cancer control program of 
the state goes back to 1914 when the State 
Medical Association appointed its first Can- 


*This department of the JOURNAL presents editorial comments 
on current items pertaining to the science, art and practice of 
medicine, contributed by members of the State Medical Associa- 
tion and scientists closely associated with the medical profession 
of Texas. Invitation is hereby extended to any member of the 
State Medical Association of Texas to submit such discussions 
for this department. 


The discussions should not be more than 
500 words in length. 
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cer Committee, and to 1936 with the organi- 
zation of the Women’s Field Army of the 
American Society for the Control of Cancer, 
which in Texas operated under the super- 
vision of the Cancer Committee. The State 
of Texas in 1941 appropriated $500,000 and 
renewed the appropriation in 1943 for the 
establishment and operation of an institution 
for the study of the cause, prevention, and 
cure of cancer. The M. D. Anderson Hos- 
pital for Cancer Research, established as the 
state’s cancer institution, is a part of the 
University of Texas. Although it takes care 
of the indigent and accomplishes a public 
health function, its primary responsibilities 
lie in the field of education and research. It 
is becoming a center for the coordination, 
standardization, and dissemination of knowl- 
edge relative to malignant disease. 

In 1946 the voluntary cancer control ac- 
tivities were completely reorganized. The 
national organization, now known as the 
American Cancer Society, has a Texas Divi- 
sion with a Field Army, consisting of both 
men and women, concerned with a program 
of public information. The Texas Division, 
working in harmony with the Cancer Com- 
mittee of the State Medical Association, is 
also providing programs of professional serv- 
ice to the cancer patient and opportunities 
for study and professional advancement to 
those who care for the cancer patient. 

The American Cancer Society, Texas Divi- 
sion, is encouraging the formation of tumor 
diagnostic clinics in general hospitals to pro- 
vide medical care to the indigent cancer pa- 
tients of the community and educational op- 
portunities for staff members and the en- 
tire medical group in the hospital service 
area. The Texas Division has adopted a 
policy of working directly with the local 
county medical society in the establishment 
of these diagnostic clinics, and it insists that 
the clinics meet the standards set up by the 
American College of Surgeons. The Texas. 
Division provides cash to employ such per- 
sonnel as might be necessary to coordinate 
the activities of the clinic within the hospital 
and to keep the necessary supplementary rec- 
ords and the follow-up of the patients. 

It is my belief that the diagnostic clinics 
will develop into treatment clinics as they ob- 
tain the requisite equipment and the person- 
nel with the necessary skills and training. It 
should be observed, however, that if the diag- 
nosis of cancer requires the teamwork of 
highly skilled individuals, the treatment. of 
the disease requires even more teamwork and 
even more skill. 

The general practitioner of medicine, act- 
ing alone and without help, cannot hope to be 
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able to diagnose many cases of cancer in their 
curable stages or perhaps to treat them suc- 
cessfully, but the humblest general practi- 
tioner has it within his power to detect those 
vague and perhaps trivial departures from 
the normal which demand explanation be- 
cause they might be indications of malig- 
nant change. The physician needs a general 
knowledge of cancer diagnosis and treat- 
ment, a stubborn curiosity which demands an 
adequate explanation for every observed sign 
or symptom; and the willingness to call for 
help when he needs it. He must understand 
that when patients come to him for advice, 
they do so because they have been told that 
the first step in cancer control is to “see your 
doctor.”’ He must be willing to meet his pa- 
tients half way and not dismiss them with a 
gesture of reassurance until he is certain in 
his own mind that such reassurance is jus- 
tified. 

The program of establishing diagnostic 
clinics throughout the state and of using 
them for teaching purposes is a start in the 
direction of bringing the rank and file of the 
medical profession into the cancer picture. 
There are two other groups, the State De- 
partment of Health and the three medical 
schools with the cancer hospital, which are 
already taking joint action to speed up the 
program of cancer control. 

The Texas Cancer Coordinating Council, 
organized September 26, 1947, for the pur- 
pose of stimulating cancer control activities 
and of coordinating such activities to prevent 
duplication by the various agencies con- 
cerned, includes the State Medical Associa- 
tion of Texas, Texas State Board of Health, 
M. D. Anderson Hospital for Cancer Re- 
search, and Texas Division of the American 
Cancer Society. None of these organiza- 
tions, however, will solve the Texas cancer 
problem unless beneath them as a foundation 
for their activities is enlisted the total 
strength of every physician in the state and 
of every one of the state’s general hospitals. 


E. W. BERTNER, M. D., Chairman, 
Committee on Cancer, 

State Medical Association, 
Houston, Texas. 


Second National Bank Building. 











AEROMEDICAL HISTORICAL MUSEUM 


The Air Force School of Aviation Medicine, Ran- 
dolph Field, has established an aeromedical historical 
museum, to include such materials as early manu- 
scripts and documents, experimental laboratory de- 
vices, aircraft oxygen equipment, parachutes, and 
flying clothing of importance in the development of 
aeronautical medicine. Suitable items for donation 
or loan are desired for the museum, and those with 
such items should contact the Commandant, School 
of Aviation Medicine, Randolph Field, according to 
The Journal of the American Medical Association. 


PATHOLOGIST AND TUMOR CLINIC—PHILLIPS 


ORIGINAL ARTICLES 


RELATIONSHIP OF THE PATHOLOGIST 
TO THE TUMOR CLINIC PROGRAM 


CHARLES PHILLIPS, M. D. 
TEMPLE, TEXAS 


Quite a number of years ago, when the 
American College of Surgeons was rounding 
out its program of projected service to the 
profession, it became aware of the need for 
better records in reporting on cancer therapy. 
As a result of planning to meet this situ- 
ation there evolved the Cancer Committee 
of the College of Surgeons with a proposal 
to institute a movement to stimulate hospital 
staffs to study cancer cases by the group 
conference plan. A result has been the well- 
known program of cancer clinics or tumor 
clinics which has developed in widespread 
fashion over the nation and which has great- 
ly contributed to a better understanding of 
the cancer problem. 

While the term “cancer clinic” is used of- 
ficially by the American College of Surgeons 
in developing this program, the term “tumor 
clinic” has grown into a practical synonym. 
Many prefer it because it is less offensive to 
the sensibilities of victims of cancer. Prac- 
tically all workers in the field of cancer edu- 
cation recognize the two terms as about the 
same, for the hospital staffs are not so 
greatly concerned about .benign tumors in 
general and their conferences and case rec- 
ords almost entirely relate to malignant 
tumors. 

It is the word “clinic” which interests me, 
for evolution of word values has allowed 
many new meanings to be covered by the 
word “clinic.” By definition this word has 
root ina Greek word meaning to recline, as in 
a bed. The Latin derivative is “clinicus,” 
which practically means a bedridden person. 
It is easy to see the full meaning of “clinic,” 
“clinical,” “clinician” as referring definitely 
to bedside teaching, and so the present terms 
“cancer clinic” and “tumor clinic” are cor- 
rectly used when they concern the sick pa- 
tient with a cancer and in a hospital. Re- 
cently a. new usage has developed in which 
the word “clinic” refers to a building used 
for medical purposes or to a group of doctors 
organized for the practice of medicine and 
operating in or about a hospital. In recent 
years still other uses of the word “clinic” 
have come forward and, with little or no 
justification, have bent the meaning away 
from the bedside. We read of speech clinics, 


From the Department of Surgical Pathology, Scott and White 
Clinic. 

Chairman’s address before the Section on Clinical Pathology, 
State Medical Association of Texas, Annual Session, Dallas, 
May 6, 1947. 
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vision clinics, hearing clinics, music clinics, 
and others, and wonder where the procession 
ends. 


In this paper the words “tumor clinic” and 
“cancer clinic” will be used as meaning the 
same thing, with clear recognition of the 
preeminence of the College in its official 
sanction of the latter term. I do this particu- 
larly now because in the whole country the 
American Cancer Society is pushing cancer 
education and its funds are backing many 
tumor clinics which are organized entirely 
along the approved plan of the College. In 
our state the Texas branch of the American 
Cancer Society is helping only the tumor 
clinic which meets in principle the program 
approved by the American College of Sur- 
geons. The particular advantage of this is 
obvious, in that quality work of a standard 
pattern is supported and groups seeking aid 
should prove their capacity by College ap- 
proval. 

The cancer clinic program of the American 
College of Surgeons is too well known to be 
described in detail, but it will be appropriate 
at this point to describe the organization 
and operation of a typical cancer clinic. The 
minimum standards call for organization of 
a group of doctors, such as those on a hos- 
pital staff, who want to study cancer cases 
together and by conference discuss full de- 
tails of each case, frequently with the pa- 
tient examined by.the members of the group. 
It is expected that all specialties involved 
in handling cancer cases will be represented, 
to give rounded opinions. It is expected that 
the group of doctors will have available for 
study and treatment modern facilities of ap- 
proved type. Adequate records of group 
study must be made and entered on regular 
blanks designed for this purpose. It is ex- 
pected that a consensus as to the best ther- 
apy for the cases at hand will be recorded 
and followed by suitable clinicians. An es- 
sential of the record system is a follow-up 
of cases handled in the clinic work. 

If the function of a typical tumor clinic 
is the serious study and treatment of actual 
cancer patients, the procedure is as follows: 
The group will have organized its procedure 
to work efficiently with a clinician present- 
ing a patient and giving in detail the history 
of the case, physical findings, and laboratory 
data. Then, according to local agreement, 
there will follow discussion by specialists 
involved in handling such cases—the radi- 
ologist, pathologist, surgeon, and any others 
who may have been concerned with the case. 
All available data that have been collected 
are given and opinions sought and recorded. 
Since all this consultation has but the one 
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purpose of better treatment, the case at 
hand will be fully considered and adequate 
therapy decided upon. It may or may not be 
mandatory that the group decision as to the 
treatment of the cases considered be carried 
out, but in any event this is desirable because 
it is a conference judgment well planned and 
adapted. The advantages of this tumor clinic 
method of handling cases are obvious, for 
both patients and staff are benefited, and, 
if sufficient force is given to its decisions, 
modern and adequate treatment of the di- 
sease will follow. In proportion as the tumor 
clinic program spreads, the victims of can- 
cer will have progressively better treatment 
in more centers of population. Any hospital 
staff using this method will be stimulated to 
keep up to date, for this is a cooperative 
movement involving many skills uniting for 
better medicine. I know of few better train- 
ing grounds for interns and residents in this 
special field of study, and surely right now 
the hospitals have become graduate centers 
of medical education with necessary and en- 
tirely practical instruction. 

The approved cancer clinic procedure is 
flexible enough to permit the group to study 
either charity or private cases, and the 
governing board of the sponsoring agency 
may make rules to cover the situation. Since 
cancer education is on the rise in Texas, at 
the present time, it is well to note that the 
Texas Division, American Cancer Society is 
helping to pay the expenses of operation of 
several free cancer clinics and under widely 
different sponsorship, but not without super- 
vision. The sponsor staff may make its rules 
of operation and local decision as to the 
types of cases to be handled. Some cancer 
clinics hold regular conferences ‘each week 
with rather large staffs, while others do the 
same work on smaller groups of patients 
seen at more frequent intervals. 

It is obvious that such work would be 
valuable for itself alone, but the approved 
tumor clinic must be concerned with treat- 
ment, and the College of Surgeons has in- 
sisted that the necessary equipment be 
present and used. Item 4 of the Minimum 
Standards for Cancer Clinics in General Hos- 
pitals concerns equipment and reads as fol- 
lows: “In addition to the diagnostic and 
therapeutic surgical equipment which is re- 
quired in every approved general hospital 
there shall be available an apparatus for 
x-ray therapy of an effectiveness which is 
generally agreed upon as adequate, and an 
amount of radium sufficient to insure effec- 
tive treatment.” In this progressive age it 
may be assumed that eventually this para- 
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graph will be modified to include use of suit- 
able radioactive isotopes. 

Another quotation, item 5, from the Min- 
imum Standards noted above is as follows: 
“Records. In addition to the records which 
are required in every approved general hos- 
pital, there shall be additional records of: 
(a) the details of the history and examin- 
ation of the cancers in different regions of 
the body, such as are indicated on the form 
records which are recommended by the Can- 
cer Committee, American College of Sur- 
geons; (b) the details of the treatment by 
radium or x-ray as indicated on the form 
records which are recommended by the Can- 
cer Committee, American College of Sur- 
geons; (c) periodic examinations at inter- 
vals for a period of at least five years follow- 
ing treatment.” I have been on the cancer 
committee of the institution with which I 
am connected for a number of years and am 
sure of the great value of this part of the 
tumor clinic system. The loudest exponent 
of his own treatment will frequently be re- 
duced to size by the facts of systematic fol- 
low-up, while, on the other hand, standard- 
ized methods of therapy have a good chance 
to show their value. Progress in science is 
frequently made by differences. of opinion, 
and here is a fair way to see what happens 


when the staff decides upon a given proce- 
dure. 


All that has been said so far might lead 
to the conclusion that I am trying to sell 
the cancer clinic program of the American 
College of Surgeons. I am, because I know 
of none better. My purpose, however, is to 
show how the pathologist fits into the work 
of a cancer clinic and how he benefits him- 
self and others and really rounds out any 
discussion of cases. When I use the word 
“pathologist,” I refer to the well-trained, 
rounded student of laboratory medicine who 
knows about all the laboratory aspects of 
handling cancer patients. This is not too 
great an order, for in most general hospitals 
the cancer patient does not require too many 
special tests and the pathologist of today is 
well versed in these. Of course, he must know 
tissues. If his staff is large enough to divide 
laboratory service into clinical and surgical 
pathology, the tumor clinic conference may 
be strengthened by having two laboratory 
scientists participate. In any event, the mod- 
ern pathologist knows both fields and is an 
able consultant. From the start of clinical 
studies on the patient, to the conference 
room, to the operating room and laboratory 
of surgical pathology, and frequently to the 
autopsy table and beyond, the pathologist 
fits essentially into the tumor clinic activity. 
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In fact, no step is approvable without him. 
He is the able and expert interpreter of lab- 
oratory data of all kinds, and frequently his 
tissue reports completely orient the entire 
case with its present and future course of 
treatment. 


This position or great trust and privilege 
readily stimulates the pathologist to keep up 
to date on new and necessary tests. He has 
to learn much current clinical medicine; to 
learn much about modern roentgen ray 
interpretation and therapy ; to learn how sur- 
geons approach biopsy examinations and 
the evaluation of clinical and laboratory 
data; to learn the operability of different 
cancers; and, finally, to learn technique as 
influencing results. If irradiation is decided 
upon, the pathologist sees why and then 
how the therapy is applied. During the 
round-table discussion there is the free give 
and take of data and opinions, and the pa- 
thologist soon learns that he is a real con- 
sultant, a true clinical pathologist. “’Tis a 
consummation devoutly to be wished.” 


Let me illustrate with several practical 
points. If the pathologist is not in the stream 
of current clinical medicine, he is likely to be 
rather isolated and to become a sort of lone 
worker or, in extreme cases, a sort of “diag- 
nostic imperialist.” It is true that frequently 
the tissue reports of the pathologist become 
the final word in a diagnosis, but I am truly 
sorry for that worker who gets to think that 
he is the one to settle the argument and that 
he is the one who “gets them told.” I recom- 
mend participation in tumor clinic activities 
for him, so that he may learn to correlate 
his findings with those of his fellows, who 
are skilled in their own fields. Another prac- 
tical result of participation is a chance to 
calibrate, so to speak, his own technical data 
and ideas against the progress and end re- 
sults of treatment of the patients. As an il- 
lustration, I refer to the relationship of the 
grading of malignancy to the treatment and 
recorded survival of the patient. Many pa- 
thologists now work in hospitals which have 
been accredited for the training of interns 
and residents, and a fine way for the pathol- 
ogist to carry his part of that load is by tak- 
ing with him to the tumor conference regu- 
larly the young physicians assigned to him. 


The last point of usefulness which I urge 
is that derived from autopsy findings, which 
have a peculiar way of becoming final. When 
the entire group becomes increasingly inter- 
ested in final results of therapy, they usually 
become of greater help to the pathologist 
in his autopsy service and there results a 
finer bond of mutual assistance and under- 
standing among staff members. 
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It so happens that the type of cancer 
clinics approved by the American College of 
Surgeons now numbers seven in Texas, with 
two more given provisional approval. 

Recently the Texas Division, American 
Cancer Society revealed that it is now back- 
ing with its money seven clinics in Texas 
and that these are widely scattered over the 
state. It is my hope that gradually this pro- 
gram will spread so that modern cancer diag- 
nosis and treatment will not be far from any 
victim of this disease. In terms of the pres- 
ent discussion this means that there are now 
many places in Texas where pathologists 
may serve as tumor clinic staff members, 
and before long this opportunity will be even 
greater and easier. To those of us already 
engaged in formal cancer clinic staff work 
it is heartening to note the steady rise in 
interest in tumor seminar studies among our 
number in Texas. We know that this means 
that our specialty is doing its part through 
persistent study by its members and is ready 
to meet its professional confreres as able con- 
sultants on tumor clinic panels. Some may 
think this applies largely to the three medi- 
cal schools, but there are approved cancer 
clinics in actual operation in several cities 
having no connection with anything but the 
local profession. This is as it should be, for 
the medical profession of Texas is well known 
for its success in self-education through its 
splendid and readily available graduate as- 
semblies. 

I challenge my fellow pathologists to in- 
form themselves about the tumor clinic 
movement, to accept membership in ap- 
proved groups when available, to accept fully 
their share of the responsibility for local and 
general education about cancer, and to dem- 
onstrate their acceptance of the broad prin- 
ciple of ‘“‘noblesse oblige.” I can assure them 
that it is not only good for them but that 
they can find pleasure in helping to demon- 
strate to fellow specialists the inherent right 
of pathologists to be full consultants in clin- 
ical medicine. 


















































































































































































































































iNTERNATIONAL SURGICAL ASSEMBLY 

The Sixth International Assembly of the Inter- 
national College of Surgeons will be held in Rome, 
Italy, during the week of May 16-23, 1948. All sur- 
geons in good standing in their medical organiza- 
tions are invited. Scientific meetings, scientific and 
commercial exhibits, and visits to the Universities of 
Turin and Milan have been arranged, together with 
tours to other medical centers in Europe. Detailed 
information may be obtained from Dr. Max Thorek, 
General Secretary, 850 Irving Park Road, Chicago 13. 
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THE M. D. ANDERSON HOSPITAL FOR 
CANCER RESEARCH 
RANDOLPH LEE CLARK, JR., M. D. 


Director and Surgeon-in-Chief, M. D. Anderson Hospital 
HOUSTON, TEXAS 


The M. D. Anderson Hospital for Cancer 
Research is the Texas State Cancer Hospital 
and Division of Cancer Research, authorized 
and established by Legislative action. It is 
under the administrative control of the Board 
of Regents of The University of Texas, is a 
functional part of that institution, and like 
it belongs to the people of Texas. 

The M. D. Anderson Hospital is a part of 
the Texas Medical Center and was estab- 
lished at Houston principally because of the 
generosity of the late Mr. M. D. Anderson, 
who assisted in its endowment and made pos- 
sible its immediate operation. 

It is a service organization. Its staff de- 
sires to serve the physicians of Texas, to as- 
sist them in giving to their patients the best 
treatment known to the medical profession. 
Its function is to augment and assist the 
present activities in cancer work in the state 
and in no way to replace any existing agency. 

The M. D. Anderson Hospital for Cancer 
Research has four functions: (1) preven- 
tion, (2) treatment, (3) education, and (4) 
research. 

PREVENTION AND TREATMENT 


In its capacity as a prevention and treat- 
ment center, the hospital admits indigent 
patients, without cost for any service, from 
any area of the state of Texas. Such pa- 
tients will be admitted to the Out-Patient 
Clinic and the Hospital under the following 
conditions: 


1. Applicants for admission must be resi- 
dents of Texas. 

2. Admission for examination and treat- 
ment will be upon written application 
on a form furnished by the hospital 
from the patient’s physician, the patient 
himself, or the guardian, friend, or rel- 
ative of the patient. 

3. Each application shall be accompanied 
by a written statement from the pa- 
tient’s physician showing the following: 
a. That the physician has adequately 

examined the patient and that the 
patient has, or is suspected of hav- 
ing, a neoplastic or allied disease of 
the stated duration. 

b. Any accompanying bodily disease or 
disorder which the patient may have 
at the time of application. 

c. The present condition of the patient 
and whether or not there has been 


“Read before the Section on Clinical Pathology, State Medical 
Association of Texas, Annual Session, Dallas, May 6, 1947 


1948 


any surgery or irradiation and, if so, 
its extent. 

d. That, in his opinion, the patient may 
be benefited by further treatment. 

. Each application must be accompanied 
by evidence of indigency of the patient. 
Such evidence should be in the form of 
a certificate by the referring physician 
or certain local authorities, such as the 
county judge. 


. No person will be admitted to the clinic 
or hospital until the director is satisfied 
that all requirements have been met. 


. Patients will be admitted to the clinic 
and hospital by appointment only. 

. The M. D. Anderson Hospital for Can- 
cer Research will not assume or accept 
responsibility for transportation of pa- 
tients to or from the clinic or hospital 
or for maintenance of patients while in 
Houston unless the patient is formally 
admitted to the hospital. 


. The M. D. Anderson Hospital for Can- 
cer Research retains complete authority 
and responsibility for admission of pa- 
tients to the clinic and the hospital. 
Decision in each case will be made on 
the basis of need on the part of the pa- 
tient and the facilities available at the 
time. 


In addition to the foregoing, which applies 
to indigent patients, the M. D. Anderson Hos- 
pital for Cancer Research will receive the 
following classes of persons who have, or are 
suspected of having, a neoplastic or allied 
disease: 


1. Patients for Consultation. Those pa- 
tients under treatment by private physi- 
cians upon written request of the latter 
for examination of the patient at this 
clinic. 

. Examinees for Cancer Prevention. The 
Cancer Prevention Clinic is not for 
those who are ill; it is for well folk 
only. Appointments must be made in 
advance and no appointment will be 
made for anyone who is under treat- 
ment by a physician, unless the physi- 
cian makes a request in writing for 
such appointment. Well persons are ad- 
mitted to the Cancer Prevention Clinic 
regardless of their ability to pay. The 
Cancer Prevention Clinic’s sole function 
is the making of a physical examina- 
tion with special emphasis on conditions 
which may lead to cancer. It does not 
give treatments of any kind. Complete 
physical examinations are given, includ- 
ing the skin, mouth, tongue, pharynx, 
breast, pelvis, rectum, and lymph nodes; 
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routine laboratory tests, such as blood 
count, urinalysis, and Kahn-Kline tests, 
and chest roentgenograms. If anything 
suspicious is found, the examinee is re- 
ferred to his physician for further 
studies. 

EDUCATION 


An all-inclusive educational program which 
has been planned at the M. D. Anderson Hos- 
pital includes several categories of instruc- 
tion: lay, nursing, dental, medical, and re- 
search scientific personnel at both under- 
graduate and graduate levels. To carry out 
properly this projected educational program, 
a School of Oncology has been conceived, 
which will be a part of The University of 
Texas and which will be associated with the 
M. D. Anderson Hospital. The School of 
Oncology, over a period of years, should meet 
the expanding needs for trained personnel in 
cancer treatment, research, and teaching. 


RESEARCH 


The research program at the M. D. Ander- 
son Hospital is in the early stages of develop- 
ment. At present it consists of activity in 
the fields of biochemistry, biology, and clin- 
ical investigation. 


The Biochemistry Department has empha- 
sized the study of fundamental processes in 
cellular growth and metabolism. Particular 
consideration has been given to the role of 
enzymes. Promising results have been ob- 
tained in the study of amino acid formation 
and distribution and the role which vitamin 
B, plays in these processes. These studies 
are worthy of continuation. 


The nucleic acids are generally recognized 
as a class of compounds significant to the 
processes of growth, both normal and ab- 
normal. The majority of work on these sub- 
stances has been confined to histochemical 
and physicochemical problems. In addition 
to these, the Biochemical Department of the 
Anderson Hospital has conducted studies on 
the metabolism of ribonucleic acid for the 
purpose of gaining information as to the 
origin of this substance. 

The application of the information gained 
from the preceding fundamental problems to 
neoplastic growth is progressing. The most 
promising studies are of the enzymes in the 
blood of patients with malignancies. The 
ultimate goal of such an investigation, other 
than finding merely the presence of an ab- 
normal condition in relation to the enzymes, 
would be the hope of finding a specific diag- 
nostic procedure for detecting the presence 
of neoplastic growth. 


In biology the study of the growth char- 
acteristics of transplanted rat sarcoma in 
homogenous rat species has progressed to 









the point of standardization to permit ad- 
vanced projects founded upon it. One such 
investigation is the evaluation of the effect 
of trypanosome infection in controlling the 
growth of transplanted sarcoma in rats. 

Another project that has recently been in- 
itiated is the estimation of the circulating 
blood volume in rats with advanced trans- 
planted malignancies. This includes studies 
to determine which protein fraction is de- 
ficient when the circulating blood volume is 
decreased; an analysis of the protein frac- 
tion that is deficient by known methods, such 
as electrophoresis, to attempt to determine 
its component deficit ; and replacement of the 
deficient protein by supplementary feeding 
of necessary amino acid or the lacking pro- 
tein. Attempts to correct the circulating 
blood volume by this method will be con- 
tinued, and an estimation of the effect on 
resistance of the organism to malignancy de- 
termined. 

The clinical investigations being pursued 
at present include: 


1. Correlation with clinical findings of 
Papanicolaou smears made on all pa- 
tients. 


2. Correlation of the stage of growth of 
carcinoma of the cervix with prognosis. 

3. Circulating blood volume studies com- 
paring the findings on rats with those 
on human beings in advanced stages of 
malignancy. 

4. Statistical analysis of all records. 


5. Special study of the factors of value to 
prognosis in all types of malignancies. 

6. Evaluation of the need for a cancer pre- 
vention clinic, and a study of the type 
and characteristics of patients seen. 

7. Visual aids in connection with cancer 
teaching. 


The future program in research at the M. 
D. Anderson Hospital and Research Labora- 
tories will be expanded to include activities 
in all the fundamental sciences that have con- 
cern with biologic growth, both normal and 
neoplastic. This will require departments of 
biochemistry, biology, cytology and genetics, 
biophysics, pathology and histology, bacteri- 
ology and serology, biometrics, and physiol- 
ogy. Enzyme, protein, and cytologic chem- 
istry will be the specific major themes for 
coordinated investigation. 

The research in the clinical field will nat- 
urally include the evaluation of treatment of 
the cancer patient by all the different medi- 
cal specialty sciences represented on the hos- 
pital staff. Correlation of the activities in 
the fundamental sciences with clinical prac- 
tices will be of paramount interest. Of prime 
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consideration will be the evaluation of any 
likely advances in the control, prevention, 
diagnosis, or treatment of neoplastic dis- 
eases. All the specialty groups will be repre- 
sented, with adequate patients and equip- 
ment available for making early and accurate 
clinical trials. 


As an example of the coordination of the 
fundamental sciences with the clinical activi- 
ties may be cited the specific plans for in- 
clusion of a geneticist and biometrician in a 
Department of Human Heredity. This de- 
partment would evaluate the information ob- 
tained from the Social Service and Hospital 
Record Department in its relationship to 
heredity, genetics, and cancer. This would 
not only furnish valuable epidemiologic in- 
formation on cancer in Texas but would pro- 
duce individual studies on the aspect of ma- 
lignancies usually overlooked by the physi- 
cian. Also, the records of the hospital and 
clinic would be a source of vital, daily infor- 
mation for use in planning the strategy in 
the conflict against cancer. This would be 
in contrast to the usual archive system of 
maintaining records. 

Another example of coordinated investiga- 
tion mutually vital to both fundamental and 
clinical workers will be found in the contem- 
plated Department of Radiology. To effectu- 
ate research with supervolt roentgen rays, 
radium, and radioactive isotopes in regard 
to their effect on normal and abnormal cellu- 
lar growth requires laboratory, animal, and 
human spheres of investigation. Specialists 
in nuclear and biologic physics, physiology, 
cytology, biochemistry, hematology, radio- 
therapy, internal medicine, and cancer sur- 
gery are required to furnish the overall in- 
formation needed. A joint project under the 
supervision of the Departments of Radiology 
and Medicine is envisioned. 

Joint projects will be undertaken not 
merely between the different departments of 
the M. D. Anderson Hospital, but also be- 
tween the departments of other institutions 
with associated interests in the Texas Medi- 
cal Center. Tentative plans for special studies 
in relation to mouth malignancies have al- 
ready been discussed with the dean of the 
Texas Dental School. 

In summary, the M. D. Anderson Hospital 
for Cancer Research may be regarded as an 
institution of the state of Texas which ap- 
proaches the problems of cancer from every 
angle, which serves the public by offering 
instruction to professional groups as well as 
to the laity, by actually providing treatment 
for large numbers of persons, and by dis- 
covering better and more effective methods 
of attacking cancer from the standpoint of 
cause, prevention, and cure. 
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EXAMINATION OF BODY FLUIDS FOR 
DIAGNOSIS OF MALIGNANCY 


PETER M. MARCUSE, M. D. 
and 


W. W. COULTER, SR., M. D. 
HOUSTON, TEXAS 


A diagnosis of malignant tumor can in 
many instances be made by the study of 
fluids from effusions or secretions, and un- 
necessary exploratory procedures may thus 
be prevented. Although this type of exami- 
nation has long been recognized as an im- 
portant diagnostic aid, it is still not being 
used sufficiently. 

It appears likely that Papanicolaou’s® tech- 
nique for the study of smears will further 
facilitate the examination of various fluids 
and secretions for malignancy. In addition 
to his work on the diagnosis of uterine car- 
cinoma by the vaginal smear, Papanicolaou® 
has reported encouraging results with a simi- 
lar technique applied to specimens of urine, 
sputum, and stomach contents. However, for 
the examination of serous effusions centrifu- 
gation with subsequent sectioning of the 
sediment may still be considered the method 
of choice. 

Our experience has been limited to the ex- 
amination of abdominal and pleural effu- 
sions and of bronchial secretions. For the 
effusions we are using the following modifi- 
cation of the technique originally described 
by Mandlebaum’: 

The material is placed in the ice box for 
from six to twelve hours. The supernatant 
fluid is decanted and the sediment is dis- 
tributed into test tubes, each of which has a 
capacity of 50 cc. These are centrifuged at 
2,500 revolutions per minute for a total of 
fifteen minutes. The different sediments are 
then collected in a single centrifuge tube and 
final centrifugation is carried out for five 
minutes at a speed of 2,000 revolutions per 
minute. The supernatant fluid is discarded 
and the tube is filled with 10 per cent for- 
malin. After a period of twelve hours the 
hardened sediment is removed and is fur- 
ther processed like any tissue specimen. 

The following two points are of special im- 
portance in obtaining reliable results: 

1. It is essential that the entire amount 
of fluid be submitted for examination. If 
only a sample of the material is used, the 
chances of finding evidence of malignancy 
will be considerably reduced, especially if the 
fluid has not been thoroughly stirred. 

2. Concentration of the sediment by two 
successive centrifugations is necessary in or- 

From the Department of Pathology, Jefferson Davis Hospital. 
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der to obtain a maximum of tumor cells 
within the paraffin block. For the final cen- 
trifugation we are using a conical tube that 
can be taken apart in order to simplify the 
removal of the sediment (fig. 1). 

The examination of secretions from the 
bronchial tree is facilitated by using material 
obtained by bronchoscopy rather than spu- 
tum. Herbut and Clerf,’ applying Papanico- 
laou’s method to smears from bronchial se- 


Fic. 1. Divisible tube used for final centrifugation of sedi- 
ment, shown put together and taken apart to show its three 
different components. 


cretions, demonstrated cancer cells in 73 per 
cent of 30 cases of primary pulmonary e¢ar- 


cinoma. We have routinely used the paraf- 
fin block technique. If the material is cop- 
ious and liquid, the method is the same as 
that used for effusions; otherwise small por- 
tions of the sputum are hardened in a mix- 
ture consisting of absolute alcohol and ether 
in equal quantities and are then transferred 
to formalin. 

In interpreting the findings we have ad- 
hered in general to the principle that parti- 
cles of tumor tissue must be found before a 
diagnosis of malignancy is made (fig. 2). 
The appearance of isolated cells may be mis- 
leading since mitotic figures have been dem- 
onstrated in normal mesothelial cells (Foot). 
If, however, large numbers of suspicious cells 
are present, we have usually found it pos- 
sible to demonstrate tumor fragments pro- 
vided that concentration of the sediment has 
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been carried out far enough and that a suffi- 
cent number of sections have been cut from 
the block. In some cases there were even 
large particles of neoplastic tissue present 
that were practically identical with sections 
from the main lesion (fig. 3 and 4 left). 


Fic. 2. Left. Sediment from ascitic fluid (case 2) contain- 
ing fragment of adenocarcinoma. x 160. 


Therefore, as far as serous effusions are-con- 
cerned, it seems hardly necessary to rely on 
the examination of isolated cells and to run 
the risk of obtaining false positive results. 
This statement does not apply to other types 
of material, such as bronchial secretions, 
which because of their consistency do not 
lend themselves to packing by centrifugation. 
In those cases compact particles are not often 
found and identification of isolated tumor 
cells has to be attempted (fig. 4). That this 
can be achieved with a considerable degree of 
accuracy has been shown by the good results 
in the series of Herbut and Clerf.* 


The significance of finding evidence of 
malignancy in serous effusions is practically 
always that of an inoperable tumor. Most of 
our cases with positive abdominal fluid had 
advanced adenocarcinoma of the gastro-intes- 
tinal tract or of the ovaries with generalized 
peritoneal spread. The majority of the pleu- 
ral lesions were of metastatic origin. In 1 
case that has been previously reported (Coul- 
ter!) a mesothelioma of the pleura was found 
at autopsy. We had several false negative 
results with patients who were later shown 
to have pulmonary carcinoma. The difficulty 
presented by this type of lesion has been 
pointed out by Honigman‘. It can be ascribed 
to the fact that effusion will occur from sta- 
sis. and pleural irritation before spread to 
the pleural surfaces takes place so that even 
on careful examination tumor cells will not 
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be found. The examination of bronchial se- 
cretions is much more helpful in such in- 
stances since it will aid in detecting operable 
cases. It will also occasionally reveal a lesion 
that is not of a neoplastic nature. Two of 
our cases presented this type of evidence in 


Right. The same case showing biopsy from the tumor. 


the form of actinomycotic granules in the se- 
cretions from the bronchial tree (fig. 5.) 
Table 1 represents an evaluation of find- 
ings obtained by examination of effusions 
and bronchial secretians in a group of pa- 
tients at Jefferson Davis Hospital. The di- 
agnosis was considered confirmed when defi- 
nite evidence of tumor was obtained by sub- 
sequent biopsy or autopsy. It was regarded 
as likely if there were substantial clinical or 


Fic. 3. Sediment from pleural effusion (case 4), showing 
large nests of cancer cells. x 160. 
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roentgenologic findings in favor of malig- 
ancy. This table shows that false positive 
results have been completely avoided and 


Fic. 4. Left. Section from aspirated bronchial secretions 
(case 1), presenting evidence of malignancy. x 300. 


TABLE 1.—Evaluation of Findings from Examina- 
tion of Effusions and Bronchial Secretions. 


No. Made Proved No Fol- 
Cases Confirmed Likely Wrong low Up 


Diagnosis 
Ascitic Fluid 
Positive for malignancy 12 10 
Negative for malignancy 12 3 
Unsuitable 3 
Pleural Effusion 
Positive for malignancy 4 
Negative for malignancy 20 
Bronchial Secretion 
Positive for malignancy 1 
Negative for malignancy 7 


that the number of false negatives was small 
even if some of those patients on whom there 
was no follow-up should later have developed 
signs of malignancy. 


CASE REPORTS 


CASE 1.—A white man, 46 years old (fig. 4), gave 
a history of nausea and epigastric pain radiating into 
the right chest. Roentgen ray showed a well-defined 
mass in the anterior portion of the right base. 
Bronchoscopy was performed and a biopsy was 
taken from a granular protruding lesion in the 
right main bronchus. Section from this lesion 
showed only necrotic material and granulation tissue. 
At the same time secretion from the right bronchus 
was aspirated and blocks were prepared from this 
material, which, on microscopic examination, re- 
vealed tumor cells. Thoracotomy was performed, but 
the tumor was found to be inoperable since it had 
extended into the mediastinum. 


In this case, examination of the secretions 
was diagnostic while the actual biopsy failed 
to reveal the nature of the lesion because of 
extensive necrosis. 

CASE 2.—A Negro woman, 49 years of age (Fig. 
2), had noticed increasing enlargement of the 


abdomen for about two months. There was marked 
ascites and paracentesis was performed. The patho- 
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logic report read: “Fragments from adenocarcinoma 
in peritoneal cavity, exact site undetermined.” Lapa- 
rotomy revealed a large mass in the pelvis and gen- 
eralized peritoneal carcinomatosis. The biopsy re- 


Right. In the same case, biopsy of the tumor confirms the 
diagnosis made from the study of the bronchial secretions. 
x 300. 


port gave a diagnosis of “intra-abdominal adeno- 
carcinoma, original site unknown.” 

This history illustrates the fact that when 
tumor particles are found in the ascitic fluid, 
a biopsy usually does not add any important 
information since practically all of these 
cases are inoperable. 


Fic. 5. 


Actinomycotic granule found in aspirated bronchial 
secretions. 


x 300. 
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CASE 3.—A white man, 34 years old (Fig. 5), was 
admitted with complaints of cough, chest pain, and 
weight loss. Roentgen examination revealed a medi- 
astinal mass. Bronchoscopy showed marked inflam- 
mation of the mucosa of the right main bronchus 
and frank pus exuded from the right middle lobe 
orifice. Sections from this material showed several 
ray fungi. These findings were confirmed by re- 
peated sputum examinations and by cultures. The 
patient developed an empyema that broke through 
the chest wall and contained typical “sulfur-gran- 
ules.’ 


This example shows that examination of 
bronchial secretions need not be confined to 
the diagnosis of tumors. 

The presence of ray fungi is not in itself 
diagnostic of actinomycosis, but in this in- 
stance the diagnosis was confirmed by other 
laboratory methods and by the clinical 
course. 

CASE 4.—A Negro woman, 45 years old (Fig. 3), 
complained of cough and chest pain. She had a 
pleural effusion on the right, and examination of 
the fluid revealed large nests of cancer cells of the 
epidermoid type. Biopsy from a cervical lymph 
node at a later date had practically the same his- 
tologic appearance. The clinical picture was that 
of carcinoma of the lung and the patient died soon 
thereafter. 

This case is presented in order to show that 
concentration of the sediment with suffi- 
cient packing of the solid particles will oc- 
casionally reveal tumor fragments as large 
as those seen in an actual tissue biopsy. 


SUMMARY 


Examination of serous effusions and of 
bronchial secretions may furnish important 
diagnostic clues that might obviate explora- 
tory surgical prcedures. Strict observance of 
certain technical details will facilitate these 
studies. The presence of neoplastic cells in 
serous effusions is usually indicative of an 
inoperable tumor. In bronchial secretions, 
however, such cells may be found while the 
tumor is still amenable to surgical treatment. 
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Dr. Marcuse, Department of Surgical Pathology, 
College of Physicians and Surgeons, 630 West 168th 
Street, New York 32. 


Dr. Coulter, 1215 Walker Avenue, Houston. 


ABSTRACT OF DISCUSSION 
Dr. S. W. Bohls, Austin: My experience in the ex- 
amination of abdominal and pleural effusions and 
of bronchial secretions tends to show that Papani- 
colaou’s technique for examination of malignancies 
will facilitate means for earlier diagnosis of cancer. 
The procedure for submitting specimens to the 
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laboratory is rather simple, yet slide diagnosis is dif- 
ficult because it requires careful staining technique, 
diligent search, and good judgment on the cellular 
elements present in the microscopic field. Diagnosis 
of malignancy cannot be made merely on demonstra- 
tion of mitotic figures because they appear in cellular 
hyperplasia and in normal mesothelial cells. Atrophic 
and aberrant cells, unless carefully studied) may be 
mistaken for malignant cells. 

The submission of bronchial secretions should be 
encouraged because it will allow not only for micro- 
scopic study for malignancy but also for bacteri- 
ologic and mycologic studies. 

Dr. Marcuse has given encouragement to proceed 
in a new field for the early diagnosis of malignancy, 
and it is to be hoped that pathologists will evaluate 
procedures for the early diagnosis of cancer. I am 
sure physicians will never give up biopsy tissue ex- 
aminations, but a precursor for an early malignancy 
may well be the examinations of body fluid secre- 
tions or excretions. 


Dr. Charles Phillips, Temple: It is interesting to 
note the experience of Drs. Marcuse and Coulter in 
the handling of body fluids when sectioned for can- 
cer cells. Every hospital pathologist has this prob- 
lem to face from time to time and each one has used 
various methods in doing so. Recently I have tried a 
study of the sediment in the fluid submitted for diag- 
nosis by mixing the sediment with polychrome stain, 
allowing it to stand for a while and then studying 
the individual cells. This technique is simple and 
rather quick, but I think it should be supplemented 
by other methods such as study of the sediment in 
histologic preparations. I still depend strongly upon 
grouping of cells rather than upon the appearance 
of individual units, and if I can locate tiny masses 
of cells I feel more confident in giving a positive re- 
port. Tissue culture results on body fluids are show- 
ing that some of the cells present in those fluids 
have a wide variation in cell appearance. If this is 
true under these conditions, it may also be true 
inside of the body. It is the normal variation in 
structure of cells which adds to the confusion facing 
pathologists when they have to give an answer as 
to the cell content of fluid submitted for a laboratory 
study. Many pathologists are wondering what may 
result in the coming years when widespread use of 
the Papanicolaou technique for staining of cells 
from secretion of the body gets into general use. 


Dr. George H. Kollmar, Dallas: Is there any prac- 
tical way to rid pleural or peritoneal effusions of 
large quantities of red cells before examination for 
malignant tissue? : 

Dr. Marcuse, closing: I know of no _ practical 
method to get rid of the red cells if they are present 
in large numbers. 





ATOMIC MEDICINE COURSE 


More than twenty of the country’s schools of med- 
icine sent representatives to the five-day intensive 
course on medical aspects of atomic explosion at 
Army Medical Center, Washington, D. C., in Jan- 
uary. A greater number was expected for the Feb- 
ruary course, the last in a series of monthly courses 
begun in October. 

Sponsored by the Armed Forces Special Weapons 
Project, medical services of the armed forces, and 
the Veterans Administration, the primary purpose 
of the training program is to portray the various 
types of injury produced by atomic blast and outline 
fundamentals of the treatment, the Surgeon Gen- 
eral of the Army reports. Students are drawn chief- 
ly from the Army, Air Force, Navy, Public Health 
Service, Veterans Administration, and other federal 
agencies. The course was opened in December for 
the first time to medical school representatives. 
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PRIMARY CARCINOMA OF THE LUNG 


A REPORT OF FORTY-EIGHT CASES 
D. W. QUICK, JR., M. D. 
and 


PAUL BRINDLEY, M. D. 
GALVESTON, TEXAS 


Today primary bronchiogenic carcinoma 
must be considered in every case where 
symptoms point to pathologic conditions in 
the lung. In the past twenty-five years there 
has been not only a relative but also an ab- 
solute increase in the number of cases of 
carcinoma of the lung. Because of the in- 
creased longevity of the population, twice 
as many people reach the cancer age as did 
fifty years ago. This of course contributes 
to the relative increase but it is noted that 
while the increased incidence of general can- 
cer in the past thirty years has been 63 per 
cent, the increase in lung cancer has been 
more than 100 per cent.! 

Recent reports of autopsy series show that 
approximately 10 per cent of all carcinomas 
start in the lung.’ It is further reported 
that about 15,000 people in the United States 
die each year from bronchiogenic carcinoma, 
and that the lung ranks among the most com- 
mon sites for primary carcinomas.* 

A review of the 7,000 autopsies done at the 
John Sealy Hospital during the past fifty- 
five years shows 50 cases of primary bron- 
chiogenic carcinoma. The 10 cases occurring 
in the first 3,200 necropsies were reported by 
Pilcher and Brindley in 1933.8 

While the incidence has decidedly increased 
in the past fifty years, it is noteworthy that 
since 1936 the number of cases in each 1,000 
autopsies has been about the same, and now 
our series shows an incidence of approxi- 
mately 1.05 per cent of all necropsies. These 
figures agree with findings of other inves- 
tigators, although Friedman, Jacox, and Al- 
ley in a review of 30 cases reported an inci- 
dence of 2 per cent.* 

We wish to report 40 cases of primary 
bronchiogenic carcinoma, which came to au- 
topsy at the John Sealy Hospital in a total 
of 3,800 necropsies done since 1932, and an 
additional 8 cases upon which pneumonec- 
tomies have been performed, giving a total of 
48 cases for the present series. 

Little is known concerning the etiology of 
these cancers. Histories reveal nothing from 
a hereditary point of view. Racial variation 
showed a marked preponderance of tumors in 
whites, only 7 cases, or 14.9 per cent, of the 
48 being found in. Negroes, although 50 per 
cent of the total autopsies done were on Ne- 
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groes. In this small series the incidence in 
white persons is 5 times the incidence in Ne- 
groes. Such preponderence in whites has 
been noted in other series.': 5 

Age is an important factor in any analysis. 
The average age of persons dying of bron- 
chiogenic carcinoma in our series was 56 
years. Of these cases 94.3 per cent were over 
40 years of age, the greatest incidence be- 
ing in the fifth and sixth decades (fig. 1). 

A review of the literature shows that the 
average sex incidence of the disease is 80 
per cent males and 20 per cent females, a ra- 
tio of 4 to 1. Ochsner, in a review of 44 
cases at Charity Hospital, New Orleans, 
noted that 86.6 per cent occurred in males 


number 
of cases 


18 
16 


14 


10 


8 
6 
4 
2 


decades 3 4 


Fic. 1. 


Ss & “9 


Age incidence by decades of 48 patients, with 
lung carcinomas. 


and 13.4 per cent in females. This is the 
closest approximation to figures noted in our 
series which showed 44 males and 4 females, 
or a percentage of 91.6 per cent and 8.4 per 
cent, 

* Speculation concerning predisposing 
causes has been rife. Street dust, stone dust, 
exhaust from automobile fumes, and tobacco 
smoke have all been blamed. It is of interest 
that the curve of incidence of bronchiogenic 
carcinoma parallels the rising curve of cig- 
aret sales. We should watch the incidence of 
carcinoma of the lung in women in view of 
the recent general trends in smoking. 

Figure 2 shows the relative location of the 
primary lung tumors found in this series. 
The majority of them were hilar in location 
rather than peripheral. No superior sulcus 
tumors were found. 

Primary lung carcinomas are considered 
as arising from the epithelial lining of the 
bronchi or from the bronchial glands. Squa- 
mous cell growths apparently arise from 
areas of squamous metaplasia in the bron- 
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chial epithelium. The undifferentiated tu- 
mors also probably arise from the bronchial 
epithelium, while the adenocarcinomas seem 
to arise from the bronchial glands and some 
of these latter tumors actually secrete a con- 
siderable amount of mucus. 

Microscopically an attempt was made to 
place the tumors of the present series into 
three groups, namely, squamous cell, adeno- 
carcinomas, and undifferentiated cell tumors. 
About 85 per cent of the cases could easily be 


(25.00%) 





Diffuse: 2 Cases 
) 


Diffuse: 2 Cases 
(4.17 %e 


(4.17 Ye) 


Total Right Totad Left 
28 Cases 20 Cases 
(38.33 Y) 


(4/ ©7 %e) 


Fic. 2. Primary sites of 48 lung carcinomas. 


placed in one of these groups, but in 15 per 
cent such classification proved difficult. The 
difficulty was increased because various por- 
tions of the same tumor might show variable 
microscopic pictures and the metastatic 
growths presented a somewhat different pic- 


ture than the primary tumor. Most of the 
cases of doubtful classification were placed 
in the undifferentiated group. The relative 
frequency of the different histologic types is 
seen in table 1. Interestingly, all the operated 
cases were of the squamous cell type. 

It is also of unusual interest that one of the 
cases showed a large, well differentiated 
squamous cell bronchiogenic carcinoma of the 
lung, and a small, clinically unsuspected 


TABLE 1.—Histologic Classification of 48 Lung 
Carcinomas. 


Percentage 
of Total 


64.58 
27.08 
8.34 
100.00 


Cell Type 
I aS os i ae 
Undifferentiated 
I nar cal ishcihciadtnasiiainecinemtmbsiinileninsiiaisea’:. A 
NN ede cecko tae iocecns sdeipenetiieil cai siete 


No. Cases 





adenocarcinoma of the greater curvature of 
the stomach. This gastric malignancy had 
reached a diameter of 3 cm. and had pene- 
trated well into the muscle coat but showed 
no metastases. 

The early subjective symptoms of bron- 
chiogenic carcinoma are varied. It is only 
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when the tumor begins to involve adjacent 
structures, such as blood vessels, pleura, 
bronchi, and so forth, that the disease be- 
comes manifest. The structures involved 
determine the symptomatology. 

Ordinarily pain was an early symptom. 
Although absent in 11 cases, in 35, or 75 per 
cent of the present series pain was an early 
symptom, and in 28 of these 35 cases the 
pain was first noted in the chest. In the re- 
maining 7 cases the pain most commonly in- 
volved the shoulder on the side of the dis- 
eased lung. In 11 of the 28 cases, the chest 
pain radiated to the shoulder of the affected 
side. Ten patients described the pain as 
sharp and intermittent, while 17 stated that 
it was a dull and constant pain, like a mus- 
cular ache. In 2 cases the first manifesta- 
tion was a dull constant headache, accom- 
panied by mental confusion, disorientation, 
and restlessness, thus presenting evidence of 
brain metastases. 

Cough was also an early symptom. It was 
noted in 34 or 73 per cent of our cases and 
in approximately one-half of these was pro- 
ductive. It was not severe and rarely par- 
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Fic. 3. Chest roentgen ray findings in 48 cases of 
lung carcinomas. 











oxysmal. Ordinarily, the significance of this 
was not appreciated, being passed off as a 
“cigaret cough” or as a chronic bronchitis. 
Dyspnea was another early symptom and 
occurred in 26 or 54.16 per cent of our series. 
It was almost always exertional, and was 
the first symptom in only 3 cases. In only 
3 cases was it unassociated with chest pain. 
Hemoptysis was an inconstant associated 
finding and a late symptom. It occurred in 
only 20 or 41.6 per cent of the present series. 
In 7 of these hemotysis occurred only once, 
and in only 2 cases was it of daily occurrence. 
Loss of weight was found in 32 or 66.6 per 
cent of the cases, with the average being 27 
pounds. In only 7 cases was it greater than 
30 pounds. 
In 31 or 64.8 per cent of the cases indef- 
inite symptoms of weakness and loss of ap- 
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petite were present. Rarely were these se- 
vere enough to cause the patient undue 
anxiety, and in only 1 case were they cardinal 
symptoms. 

Although common, one of the most disre- 
garded findings was upper respiratory in- 
fections. Often the patient gave a history 
of frequent colds or a cold developing from 
six to eight months before and never com- 
pletely clearing up. In 4 of the cases pneu- 
monia was the first diagnosis. These cases 
were treated as such and the associated neo- 
plasm was not discovered for an additional 
six or eight months. Eight of the cases were 
treated as chronic bronchitis for an average 
of six months before the true condition was 
diagnosed. 

What are the lesions which produce these 
symptoms of pain, cough, hemoptysis, dysp- 
nea, loss of weight, weakness, loss of appe- 
tite, and respiratory infection? 

The pain is probably caused by pressure 
of the tumor growth on the intercostal nerves 
and the nerve roots about the vertebral col- 
umn and also by tumor invasion of the pleu- 
ra. Pleural involvement may cause sharp 
stabbing pain. 

Cough appears to be caused by bronchial 
irritation from tumor invasion and by pres- 
sure upon the bronchus by neoplasm. Also, 


TYPE OF TREATMENT 
Thoracotomy 

X-Ray 
Pneumonectomy 


None 


6 8 0 12 146 1 }, 20 22 2% 2% 28 


number of cases 


Fic. 4. Type of treatment in 48 lung carcinomas. 

there is almost always some infection of the 
lung and bronchi peripheral to the primary 
site of the growth. Hemoptysis is due to ul- 
cerated areas in the bronchi. Rarely a good 
sized vessel is eroded. 

Dyspnea is less easily explained. The vital 
capacity may be impaired because of massive 
pleural effusion, or by obstruction to a bron- 
chus supplying the whole or a good portion 
of one lung. Intramediastinal pressure may 
be a factor. Partial obstruction of a large 
bronchus may result in poor aeration of a 
whole lobe or an entire lung. Because of this, 
the blood, which still passes through this por- 
tion of unaerated lung tissue, is unable to 
carry out its normal interchange of carbon 
dioxide for oxygen and hence venous type 
blood returns to the left part of the heart to 
mix with the normally oxygenated blood 
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coming back from the uninvolved portion of 
the lung. 

Respiratory infections are commonly asso- 
ciated with bronchiogenic malignancy, This 
is often due to some degree of bronchial ob- 
struction resulting in impairment of the nor- 
mal bronchial drainage and cleansing ability 


TABLE 2.—Percentage of Correct Clinical Diagnosis 
in 48 Lung Carcinomas. 


1,000 
Autopsies 


First 


Percentage 


Years Diagnosis 


No. Cases Diagnosis 
1933-36 1 
Second 1936-40 4 
Third 1940-44 7 
800 1944-47 9 
Surgery 8 


and leading to bronchitis, bronchiectasis, and 
pneumonia. Such infections probably ac- 
count in a large part for the fever these pa- 
tients frequently have. 

The loss of appetite and weight with as- 
sociated anemia and weakness are explained 
on the basis of the general neoplastic cachex- 
ia and secondary infection. 

The physical findings most commonly not- 
ed were dullness to percussion on the af- 


Thor actomy 

Little or No Treatment 
X-Ray 
Preumonectomy 


Pri or to Di agnosis 





time in month: 


Fic. 5. Survival time, in months, of 48 patients with 
lung carcinomas. 


fected side in 30 cases and limited expansion 
of the chest on the affected side in 21 cases. 
Beyond this there were no distinctive find- 
ings. 

Records show that the percentage of cases 
diagnosed prior to death rose markedly be- 
tween 1932 and 1946. An analysis is shown 
in table 2. This table would indicate that the 
volume of literature appearing on carcinoma 
of the lung has made people cognizant of the 
condition, and that the improved diagnostic 
apparatus and procedures have made it pos- 
sible for a positive diagnosis to be made in 
a greater percentage of cases. 

Besides a careful physical examination, 
roentgen ray, needle biopsy, bronchoscopy, 
bronchial insufflation with lipiodol, and ex- 
amination of the chest fluid for tumor cells 
are the commonly used diagnostic methods. 

Roentgen ray is, of course, the most com- 
monly used initial method in the diagnosis. 
No diagnosis of carcinoma should be made 
from flat plates and stereoscopic films alone; 
multiple angulated plates should be taken. 
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The commonly used flat plate may record 
shadows which are misinterpreted, while 
stereoscopic films alone may allow the lesions 
to remain hidden behind overlying struc- 
tures. Atwell uses a method of scanning 
which obviates the lag of memory in exam- 
ining films. Holmes* uses multiple angu- 
lated steroscopics and oil in differentiating 
the tumor masses according to their types. 


Diagnosis in 33 cases of the present series 
was made by the correlation of findings de- 
termined by utilizing roentgen ray, needle bi- 
opsy, and bronchoscopy. Fifteen cases were 
diagnosed definitely only at autopsy. 

The roentgen findings were significant in 
21 or 43.6 per cent of our cases. A summa- 
tion of these findings is seen in figure 3. The 
roentgenographic findings in all of these 
cases were of course only suggestive, and 
other methods were necessary to confirm the 
diagnosis. The most important adjunct in 
confirming these roentgen findings was 
bronchoscopic biopsy. 

Needle biopsy was used in only 1 case and 
where the roentgen findings showed a large 
mass in the right upper lobe. Bronchoscopic 
biopsy and bronchial insufflation with lipio- 
dol were unsuccessful. A needle biopsy re- 
vealed tumor cells. 


Results obtained from lipiodol insufflation 
in 3 cases were considered diagnostic. In 2 
of these the masses were extremely well out- 
lined by this procedure. 


In 4 cases the diagnosis was made by find- 
ing malignant cells in the pleural fluid. It is 
unfortunate that this method of making a 
diagnosis is of but little help to the patient. 

So far surgery offers the only curative 
method for the treatment of bronchiogenic 
carcinoma, all other methods being of a pal- 
liative nature. Figure 4 shows the methods 
of treatment used in cases reviewed in this 
series. Figure 5 summarizes the survival 
time in months. The figures given for pneu- 
monectomy are not entirely accurate, since 3 
of the patients included have been operated 
on within the last six months and are living. 
The longest survival time following pneu- 


monectomy in this series has been seventeen 
months. 


SUMMARY AND CONCLUSIONS 


1. A study of 48 primary carcinomas of 
the lung is presented. Forty of these were 
found in a series of 3,800 necropsies, giving 
an incidence of 1.05 per cent. Eight addi- 


tional operative cases are included in the 
series. 


2. Bronchiogenic carcinomas are increas- 
ing both relatively and absolutely. 


3. The incidence of primary lung malig- 
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nancy is much higher in the white than in 
the Negro race. 


4. With physicians becoming more con- 
scious of the condition and with diagnostic 
procedure becoming better established, bron- 
chiogenic carcinomas are being diagnosed 
earlier and more accurately. It is to be hoped 
that such diagnoses can be made early enough 
for successful operative removal of these 
growths. 
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ABSTRACT OF DISCUSSION 


Dr. A. O. Singleton, Galveston: Working with Dr. 
Brindley for the past seven or eight years upon 
lung pathology has been a thrilling climax to my 
long and continued interest in carcinoma and the sur- 
gery that has gone with it. The lungs have been 
the last anatomic. field for the surgeon and the only 
part of the human anatomy previously not invaded 
for neoplasms. 

With the successful removal of a lung for car- 
cinoma in 1933 by Graham of St. Louis, surgery has 
had a new and interesting experience since the lungs 
heretofore were a prohibited field. My interest was 
immediately aroused and my first efforts in re- 
moving lungs and lobes was for infection, lung 
abscesses being already assigned to the surgery serv- 
ice. It was not until 1938 or 1939 that patients be- 
ing diagnosed as having carcinoma were transferred 
to the surgical service and our first pneumonectomy 
for carcinoma was done in 1939. I think my exper- 
ience is that of the average general hospital surgeon 
during the past seven or eight years. The most 
discouraging thing about carcinoma of the lung is 
the same discouragement found with carcinoma 
everywhere in the body, that is, late diagnosis. This 
is illustrated by the fact that from 1937 to 1946 in- 
clusive, 38 carcinomas of the lung have been diag- 
nosed in my institution. Of these 38, 20 have been 
explored and of these 20, 13 were considered operable 
and the lung removed, while in 7 it was found impos- 
sible to remove the lung because of the extensiveness 
of the disease. Therefore, 34 per cent were operable, 
though a number of these were incurable. Com- 
paring this with other statistics, Lindskog reported 
that in 100 carcinomas of the lung at the New Haven 
Hospital, only 12 per cent were resectable, which 
is much lower than my figures. Possibly I was too 
hopeful in resecting advanced cases. Ochsner re- 
ported a 34.4 per cent resectability in a large series 
of cases, while Graham of St. Louis recently re- 
ported that in a series of 221 patients, 38 cases or 
18 per cent were resectable. 

It is evident that the main problem with carci- 
noma of the lung is the same as that of carcinoma 
elsewhere in the body, that is, curability depends 
on the early recognition, and early recognition is a 
rare experience. My experience has not been of long 
enough duration to know how many of this small 
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group will be permanently cured. I have 5 living 
as long as two years. The majority of them have 
died within a year and a half of recurrence. I have 
had 1 operative death. 

Carcinoma of the lung should be much more easily 
diagnosed than carcinoma of the stomach. The diag- 
nosis can be made possible in a high percentage of 
cases. The roentgen ray and bronchoscopic studies 
are conclusive. At my institution we have not missed 
diagnosing a single case that was operated upon. 
Further education of the medical profession to have 
roentgen studies made of the lungs in patients past 
40 years of age upon the least provocation will im- 
prove the situation and I anticipate that with the 
energy now being devoted to this disease within a 
few years this very gloomy picture will materially 
change and many patients will be cured with early 
removal of the lung. 


Dr. Charles Phillips, Temple: One of the interest- 
ing phenomena of our age is the rise in the inci- 
dence of lung cancer. Modern medical literature 
is full of articles on this subject. Physicians must 
read to become convinced that we must sharpen our 
wits to detect cases of this disease. Present diag- 


nostic procedures are somewhat complicated, but by. 


accurate and expert application we can rather readily 
make a diagnosis of cancer of the lung. 

The pathologist is faced with two conditions. In 
one case he is sometimes asked to help identify 
tumor cells brought up by bronchoscopic examina- 
tion. In the other case he is asked to study lung 
tissue for the presence of cancer whether given this 
as a surgical specimen or from the autopsy. In 
either case the pathologist is an important member 
of the team and no one of us can afford to neglect 
any increase in his diagnostic skill. It is certainly 
up to us to become thoroughly familiar and profi- 
cient in all of the modern methods of cell study so 
that we may help to make earlier diagnosis of cancer 
of the lung. 


PSYCHOSOMATIC PATIENTS FEAR CURE 

The physician should suspect that a disease is psy- 
chosomatic when a patient shows signs of sabotaging 
his own cure, writes Andrew D. Hart, M. D., Char- 
lottesville, Va., a member of the Department of In- 
ternal Medicine of the University of Virginia School 
of Medicine, in the January 17 issue of The Journal 
of the American Medical Association. 

Among the many ways in which such patients re- 
sist cure, Dr. Hart mentions the following: 

Procrastination in seeking medical attention. 
Self treatment. 
Sabotage of treatment. 
Broken appointments. 
Medical shopping. 
Limitation of treatment. 
. Patronage of cults. 
. Vagueness and evasiveness in the recital of 
complaints. 

9. Excessive preoccupation with irrelevant detail. 

10. Complacency. 

11. Relief of tension and anxiety following the 
development of unmistakable physical symptoms and 
tangible structural defect. 

12. Hypersensitiveness and intolerance to person- 
ality study. 

13. Denial of significant personality insecurity or 
conflict. 

14. Misleading explanations of the causes for ob- 
vious worry and distress. 

15. Claims of improvement or cure after treat- 


ment with remedies that could, at best, offer only 
temporary benefit. 
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MELANOMA: EXPERIENCE WITH A 
SERIES OVER A PERIOD 
OF YEARS 


MERRILL WINSETT, M. D. 
GALVESTON, TEXAS 


Of particular interest are the results 
gleaned in a recent survey of the melanoma 
material received from the John Sealy Hos- 
pital during the past half century. Data re- 
viewed include both biopsy and autopsy 
specimens and in behalf of clarity these two 
categories will be considered separately. 


AUTOPSY SERIES 


The autopsy series consisted of slightly 
more than 7,000 cases, of which approxi- 
mately one-half were Negroes. The overall 
sex incidence revealed an almost 2 to 1 pre- 
ponderance of males; of the Negro cases, 
however, nearly two-thirds were males. 
Analysis of the 7,000 autopsies disclosed 6 
or 0.08 per cent to be malignant melanomas, 
a percentage that closely parallels that re- 
ported in autopsy studies from other geo- 
graphic areas.’! Reference to table 1 will 
show that one-third of these cases occurred 
in Negroes, a proportion contrasting sharp- 
ly with that commonly reported in this race 
even'in autopsy series containing a high pro- 
portion of Negroes.1! The population of 
Galveston County is approximately 25 per 
cent Negro*; the charity clinic, however, at- 
tracts a relatively larger proportion of the 
Negro population so that about one-third of 
the hospital admissions are Negroes. ~ 


The average age in this melanoma group 
was 58 years and 2 months with extremes of 
30 years and 72 years, although only 1 pa- 
tient in this group was under 55 years of 
age. It is of interest to note that the patient 
reported here who was 30 years of age at 
autopsy had a survival time of forty-eight 
months after the diagnosis of malignant 
melanoma had been established in him, and 
the patient who was 70 years of age at 
autopsy had a survival time of fifty months. 

Curiously, the sex incidence of the group 
of malignant melanoma cases proved to be 
the same as that of the entire autopsy series, 
a 2 to 1 preponderance of males, thus render- 
ing the sex incidence of the condition equal. 
An unexpected finding was that no instance 
of malignant melanoma was discovered in a 
Negro woman, a point which will assume 
added significance when the biopsy material 
is considered. 

In only 2 cases was the diagnosis made by 
biopsy of what seemed likely to be the pri- 
mary tumor; in 1 of these cases it was a mole 
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on the sole of the foot and in the other it 
was a mole on the back, both of which are 
common locations for moles that undergo 
malignant transformation. In 2 of the other 
cases the diagnosis was made by biopsy, but 
the tissue removed for examination was ap- 


TABLE 1.—Melanoma Series: Autopsy. 
Diagnosed 
Melanotic by Biopsy 


Yes Yes 
Yes No 


Yes 
Yes 


Yes 
Yes 


Case Age Sex Race Primary Site 


56 W Mole on back 
64 W sLeft eye 


72 Undetermined 


Yes 
57 Undetermined No 


30 Mole on sole of foot 


Yes 
70 Undetermined 


Yes 


parently metastatic growth in the axillary 
lymph nodes; careful search at autopsy fail- 
ed to produce a likely primary lesion. 

In 2 instances the diagnosis was first made 
at autopsy. In 1 of these the eye was ap- 
parently the site of the primary growth. The 


Fic. 1. Left. 


myocardium. 


history of this patient revealed that she had 
sustained a severe injury to this eye some 
five years prior to admission and at autopsy 
the eye was found to be the seat of a massive 
growth which proved to be malignant mel- 
anoma. In the remaining case the patient 
presented herself with extensive metastases 
to the lungs and liver though no primary 
lesion could be demonstrated. 

In every case studied at autopsy the tumor 
cells displayed heavy melanin pigmentation. 
Survival time following diagnosis ranged 
between twelve and fifty months except for 
the 2 cases which were first diagnosed at 
autopsy. There was widespread metastasis 
in all cases, particularly to the liver, which 
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Survival Time 
after Diagnosis 
12 months 
First diagnosed 
at autopsy 
24 months 
First diagnosed 
at autopsy 
48 months 
50 months 


Low power photomicrograph showing 
metastatic melanoma invading the pericardium and 
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was greatly enlarged in every case and in 1 
instance weighed 5,900 Gm. Examples of 
metastasis to practically every tissue were 
found; an interesting example of metastatic 
growth in the pericardium and myocardium 
may be seen in figure 1. 
BIOPSY SERIES 

The biopsy series consisted of ap- 
proximately 27,000 specimens which 
have been received from the John 
Sealy Hospital during the past thirty 
years. In this period admissions to 
the hospital were 69.8 per cent white 
persons and 30.2 per cent Negroes. 
The sex incidence of hospital admis- 
sions has been computed at 55.3 per cent 
females and 44.7 per cent males. Of these 
27,000 specimens 36 have been shown to be 
examples of malignant melanoma. Of these 
36 cases 75.0 per cent occurred in white 
persons and 16.7 per cent in Negroes. In the 


Right. High power of the same field. 


remaining 8.3 per cent of the cases no record 
of the race was obtainable. The age range 
was in close accord with that generally re- 
ported, the average being 48 years and 5 
months with extremes.of 16 years and 80 
years. Of the 36 cases, however, only 4 per- 
sons were under 35 years of age and 12 were 
over 45 years of age. 

Despite the preponderance of females ad- 
mitted to the hospital as mentioned above, 
there was a ratio of 58.3 per cent males to 
38.9 per cent females in the malignant mel- 
anoma group. In 2.8 per cent of the cases no 
record of the sex could be found. Oddly 
enough, the biopsy series yielded no example 
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of malignant melanoma in a Negro woman. 
As would be expected, a significant ma- 
jority of the biopsy specimens were pig- 
mented. Only 13.9 per cent of the tissues 
studied were devoid of pigment, with 83.3 
per cent of the sections showing heavy pig- 
mentation; it was not possible to locate the 
remaining 2.8 per cent of the specimens. 


The anatomic distribution of the lesions 


was as follows: 8 were from the neck ; 7 from 
an upper extremity; 7 from a lower ex- 
tremity; 7 from the trunk; 3 from an eye; 
2 from the liver; 1 from the vulva; and 1 
from the penis. Certain of these lesions merit 
special comment. The tumor from the vulva 
was taken from the proximity of the urethra 
and microscopically the ulcerated urethral 
mucosa could be seen. Although it was be- 
lieved that this was probably not the pri- 
mary growth, an earnest and thorough 
search for a more likely primary lesion fail- 
ed. Perhaps, then, this might be an example 
of primary malignant melanoma in the 
urethral mucosa. The 2 biopsies of the liver 
were obtained in the course of exploratory 
laparotomies and the diagnosis of malignant 
melanoma was first made from these speci- 
mens; again no primary lesion was demon- 
strable. One of the tumors removed from the 
neck was operated under the impression that 
it was a mixed tumor of the parotid. Sub- 
sequent examination of the tissue revealed, 
however, that the lesion was apparently a 
metastatic melanoma in the cervical nodes, 
though no primary growth could be found. 
Many of the specimens were axillary or in- 
guinal lymph nodes and in such cases dili- 
gent search was made for a primary tumor 
though quite infrequently was one found. 
The patient with the penile melanoma had 
large inguinal metastases when he was first 
seen. The history revealed that the melanoma 
had been present for some years but had be- 
come a source of discomfort within the past 
several months as it often bled and was pain- 
ful upon slight trauma. This study contains 
no example of primary growth in the rec- 
tum; otherwise, the series conforms very 
well to the anatomic distributions commonly 
reported.* ® , 

In reviewing the hospital charts of the 
biopsy patients it was found that almost all 
of the patients had metastatic growths, often 
quite extensive, by the time they sought 
medical advice. The chief complaints of most 
of the patients admitted with malignant 
melanomas were referable to the metastatic 
lesions. Such complaints included “lumps un- 
der the arm” or painful swellings in the 
groin, central nervous system symptoms such 
as aphasia, visual disturbances, and motor 
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and sensory abnormalities. A few of the 
malignant melanomas were stumbled upon 
unwittingly, not even being suspected until 
they were studied microscopically. 


PATHOLOGIC CONSIDERATIONS 


The appearance of the gross lesions dis- 
played a wide range of variability. The 
moles that had undergone malignant trans- 
formation ranged from 0.5 cm. to 2.0 em. in 
diameter; most of them were somewhat 
pedunculated, but they occasionally assumed 
a sessile form. In color they varied from a 
dark brown to black and in some instances 
there was ulceration of the surface or lacera- 
tion at the point of attachment as though the 
mole had been partially torn away. A history 
of recent acceleration in the growth of the 
mole was frequently elicited, though very 
seldom had the patient noticed any definite 
change in color. Unfortunately, most of the 
patients presented themselves with axillary 
or inguinal masses which, when resected, 
averaged a few centimeters in diaméter. 
Usually the masses were moderately firm in 
consistency and on gross section presented 
dark gray or black areas which shaded off 
gradually into the surrounding lighter color- 
ed tissue. 

Metastatic lesions to the brain commonly 
involyed the basal ganglia, the Rolandic, and 
the speech areas. Such lesions often attain- 
ed a diameter of 2 cm. or more. Involvement 
of the subarachnoid space was found less 
commonly than of the brain itself and the 
growths were usually less extensive. In 1 
case a small intramural nodule was found in 
the gallbladder as part of widely dissem- 
inated metastases. This was separated from 
the lumen of the gallbladder by only a single 
layer of cells. Metastatic involvement of the 
heart was confined to lesions of the pericar- 
dium and myocardium; such cardiac metas- 
tases were rarely in excess of 1 cm. in diam- 
eter. The hepatic metastases, on the other 
hand, were often large, an individual metas- 
tatic lesion occasionally attaining a diameter 
of 8 cm. 

Microscopically the picture was again 
quite varied. Many of the tumors, particular- 
ly those of the amelanotic group, displayed 
the pseudoacinar formation, being composed 
of large polyhedral cells resembling the 
epithelial type. Others were composed of an 
admixture of polyhedral and spindle shaped 
cells in varying proportion, whose cytoplasm 
was abundant and whose nuclei were large 
and vesicular, usually containing ‘nucleoli. 
Mitotic figures were exceedingly numerous 
and cells in every phase of mitosis could gen- 
erally be found. Not infrequently it was pos- 
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sible to discern mitoses wherein there were 
three centrosomes. When melanin pigment 
was present, it occurred in clumps of vari- 
able size and shape, and one group of cells 
would be heavily pigmented with an adjacent 
group free of melanin. Not uncommonly it 
was possible to distinguish clumps of tumor 
cells in lymphatics and blood vessels. 


DISCUSSION 


Although this report does not present so 
large a series of cases as some of those from 
this geographic area,'* it does bring to light 
certain interesting and important points 
bearing upon the general problem of mela- 
nomas, From this and other observations it 
would appear that malignant melanomas are 
distinctly commoner in those persons past 35 
years of age. No age is exempt, however, 
with the possible exception of the very 
young. In our series the youngest patient 
was a 16 year old girl, but in the collection 
of the American Registry of Ophthalmologic 
Pathology a case of ocular melanoma is re- 
corded in a child of 11.1 

From our observations on survival time 
following discovery of the condition it ap- 
pears that the age at which the diagnosis is 
established has relatively little influence on 
the prognosis, though many investigators be- 
lieve that the prognosis is definitely less fav- 
orable in the younger age group. 

Of the cases studied here a rather marked 
preponderance of males was found. Over the 
country as a whole there are conflicting re- 
ports regarding sex incidence, some investi- 
gators finding the condition more common in 
males‘ and others findings a preponderance 
of females.*}® Somewhat curiously, no case 
of malignant melanoma was found in a 
Negro woman in either our biopsy or 
autopsy series. 

Examination of the racial incidence occur- 
ring here yielded some rather unexpected re- 
sults. Approximately one-third of our 
autopsy cases occurred in members of the 
Negro race. This is in significant contrast 
to the racial incidence generally supposed 
to exist. In a reported series of 12,000 autop- 
sies which included a high proportion of 
Negroes 10 malignant melanomas were 
found and all of them occurred in white 
persons.!! We are not able to point to any 
satisfactory explanation for our unusually 
high incidence of malignant melanomas in 
the Negro. The only factor deserving atten- 
tion is the high ratio of Negro population in 
this area, but that appears to be scarcely an 
adequate factor in itself, particularly since 
less than one-half of the hospital admissions 
are Negroes. In a large series, that of the 
American Registry of Ophthalmologic Path- 
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ology, there are reported 1,600 cases of 
ocular melanoma of which only 0.5 per cent 
occurred in Negroes.!* This material, how- 
ever, was drawn from all over the United 
States where the Negro population is just 
under 10.0 per cent. Our cases of ocular 
melanoma all occurred in white persons. The 
incidence of malignant melanoma in the 


.Negro was only 16.7 per cent among our 


biopsy specimens. The incidence is rather 
higher than is commonly reported.'!! Inter- 
estingly, our records show a total of 8 cases 
of malignant melanoma in the Negro, only 1 
of which proved to be amelanotic. 

In at least half of our cases where a pri- 
mary site was detectable it was a mole which 
had apparently undergone malignant trans- 
formation. It seems odd that a primary lesion 
is so infrequently found even after intensive 
search; this would lend some encouragement 
to the idea that many of these tumors might 
be primary in some internal organ. The 
great barrier to a definite conclusion in this 
regard is the unfortunate fact that so many 
patients have extensive metastases when 
they first seek medical advice. It is appar- 
ently well established that 50 per cent or 
more of malignant melanomas arise from 
preexisting moles.t The anatomic distribu- 
tion of the lesions in the Negroes approxi- 
mated that of the white patients very closely. 


The clinical diagnosis of early malignancy 
in these tumors is of paramount importance. 
Recent alteration in’ color and recent accel- 
eration in rate of growth are classic early 
signs of malignancy mentioned by many 
writers. Sometimes, however, no such his- 
tory can be elicited and conversely the pa- 
tient may believe that the mole has been 
growing when actually it has only become 
more conspicuous to him because of some 
trauma that it has sustained. Obviously, it 
would be impractical for the physician to re- 
move all moles that come to his attention, 
but it certainly seems advisable to perform 
wide excision of any mole about which there 
is any shadow of doubt. By following such a 
regime some workers report over 30 per cent 
cures.* 


It has not been our practice here to go into 
minute nosologic detail in diagnosing malig- 
nant melanomas, though many and varied 
types have been received. Sections are on 
hand that compare with all the more com- 
mon types mentioned by Dawson. Moreover, 
we have not found it of prognostic import- 
ance to draw fine histologic lines though 
some investigators believe that the spindle 
cell variety is attended by a more favorable 
outlook. Even the presence or absence of 
melanin does not seem to influence the prog- 
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nosis, an impression shared by workers with 
— experience in neoplastic diseases of the 
skin.* 

The origin of malignant melanomas has 
received exhaustive investigation over a 
period of many years. They have been classi- 
fied histologically with great pains® and ex- 
tensive work has lent credence to their being 
of epithelial origin’ although some work has 
supported their mesoblastic origin.‘ Many 
authorities are of the opinion that both types 
of tissue may contribute.‘ With the work of 
Bloch and since then, much has been accom- 
plished toward a better understanding of 
the pigmentation. It now seems that the 
“dopa” reaction is a fairly reliable criterion 
for detecting the presence of melanoblasts.!? 
The significance of pigmentation, however, 
still calls for further investigation. It is ap- 
parently of more than passing interest in 
light of the work of Algire,? who has been 
able to produce pigment free strains of the 
tumor by selective transplanation of non- 
pigmented areas. Perhaps the future will 
shed more light on the clinical importance of 
this discovery. 

SUMMARY 


1. A survey is presented of the malignant 
melanoma material received from the John 
Sealy Hospital. Biopsy and autopsy speci- 
mens are considered separately. 

2. Of the autopsies 0.08 per cent were 
malignant melanomas; one-third of these 
cases occurred in Negroes; the sex incidence 
was equal; the average age at autopsy was 
58 years and 2 months. 

3. Of the biopsies 0.13 per cent were 
malignant melanomas; less than one-fourth 
of these cases occurred in Negroes; the sex 
incidence showed a significant predominance 
of males; the average age was 48 years and 
5 months. 


4. Neither group afforded an example of 
malignant melanoma in a Negro woman. 


5. Of a total of 8 malignant melanomas 
found in Negroes there were 7 pigmented 
tumors and 1 amelanotic growth. 


6. The analysis is followed by a brief con- 
sideration of the pathology and a discussion 
of the findings. 
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ABSTRACT OF DISCUSSION 


Dr. C. F. Lehmann, San Antonio: Dr. Winsett has 
revealed some interesting facts. The most significant 
are the following: (1) The cases are taken from a 
hospital whose admissions are 30 per cent Negro in 
a community whose population is 25 per cent Negro. 
(2) In 7,000 autopsies, 2 melanomas were in Negroes 
(.28 per cent). (3) In 27,000 biopsies, 6 melanomas 
were found in Negroes (.022 per cent). (4) No case 
of a melanoma was found in a Negro woman. (5) In 
6 autopsies, the primary site was found in only 3. 


Regarding the incidence of malignant melanomata 
cutis generally, another investigator* found 4.1 per 
cent in 1,047 cases of skin and lip cancer. 


Regarding the incidence of malignant melanomas 
in Negroes, I believe that not enough studies similar 
to Dr. Winsett’s have been made in the United States. 
While it is generally understood that skin malig- 
nancy is of low incidence in this race, nevertheless 
it does occur. I have never seen a malignant melan- 
oma in a Negro, and that is probably because I have 
not had enough experience with this race. Like- 
wise, statistics coming from a hospital that admits 
a ratio of Negroes which is disproportionate to the 
Negro population would not give a true incidence of 
this tumor in them. On this basis it would be ex- 
pected that the statistics of Dr. Winsett present a 
rather true picture despite the fact that the numbers 
of cases are so low that the percentages deal in small 
fractions. In future studies of this nature, I think 
it would be worth while to include also the observa- 
tion as to whether the patient is full-blood or 
mulatto. This point should be considered if a study 
of genetics of the melanoma is to be made. 


In contrast to the impression regarding the low 
incidence of melanomas in Negroes which reports 
such as Dr. Winsett’s give, is the report by Sequeira 
and Vint.¢ In their study of 482 malignancies in 
Africans in Kenya, 184 were of the skin. Next to 
cancers ef skin and adjacent mucous membranes the 
malignant melanoma was the most common form of 
malignant disease in natives of East and Central 
Africa. The majority of the tumors were on the 
feet. The authors stated that melanoma in Africans 
was a disease of adult life, and occurred equally in 
both sexes. They made a commentary which has 
occurred to me often: “The pigmented nevus was 
not met with; however, it is difficult to detect 
against the black skin, so it cannot be said that 
congenital melanomas do not occur” in this race. 

One can only conjecture upon the meaning of these 
findings. (1) If the melanoblasts are the trigger 
mechanism that sets off a malignant process in a 
melanoma, why wouldn’t the’ Negro have more of 
these vicious tumors since he has plenty of pigment- 

*Peller, S.: Malignant Melanoma Cutis, 
1:538-542 (July) 1941. 


+Sequeira, J. H., and Vint, F. W.: Malignant Melanoma in 
Africans, Brit. J. Dermat. 46:361-367 (Aug.-Sept.) 1934. 
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producing cells? (2) If the malignant melanoma 
starts from cells weakened congenitally and whose 
life-pattern does not have the characteristic of re- 
maining fixed, does the low incidence in Negroes 
mean that as a race they have developed a stronger 
protoplasm ? 

Another thing to point out is that Dr. Winsett 
found no malignant melanomas in children, which is 
consistent with all statistics on this tumor which I 
have seen. In other words, the malignant propen- 
sities of this tumor does not assert itself until adult 
life, usually above the age of 45. 


Dr. Charles Phillips, Temple: It happens that in 
my own service in Temple I have had the opportunity 
of studying a rather large series of melanomas and 
have come to have profound respect for them. 
Melanomas exhibit a wide variation in cell pictures. 
I think that the absence of melanin pigment does 
not excuse pathologists for making inaccurate diag- 
nostic studies. Without going into the complicated 
origin of melanoblasts, the practicing pathologist is 
faced with the difficulty of having to make an ac- 
curate diagnosis. There is no longer any doubt as 
to the degree of malignancy of melanoma, and I 
thing it is agreed that we must act promptly and 
with vigor to effect a cure of this disease. 

In the material in our laboratory in Temple, I 
have no melanomas taken from the Negro race and 
as a consequence of this I have had almost no exper- 
ience along this line. The data given by Dr. Winsett 
on the occurrence of melanoma in Negroes are of 
interest and value. 

Since Texas has been found by careful studies to 
be in the lead in the nation in the field of skin can- 
cer, each additional contribution on the subject only 
enriches the knowledge on this interesting subject. I 
wish it were possible to obtain a rather large series 
of studies of this type on other racial groups in our 
state. 

The treatment which is given to the patient with 
melanoma is of prime value in determining the sur- 
vivai after treatment. In general, since melanoma 
has such a high killing power, radical therapy is 
justified. I sometimes think that the results obtained 
in this disease might be expressed by stating that 
every other patient coming into the hospital with 
melanoma will not live five years. 


SKIN SIGNS OF MENTAL DISEASE 


Certain skin complaints often are among the first 
signs of an underlying mental disease, according to 
two Chicago doctors, Theodore Cornbleet, M. D., and 
Meyer Brown, M. D., from the Department of Der- 
matology, University of Illinois College of Medicine 
and the Department of Nervous and Mental Dis- 
eases, Northwestern University Medical School. 

Writing in the January 17 issue of The Journal of 
the American Medical Association, the writers ob- 
serve that disturbed sensations of the skin which 
cannot be traced to any rational source should al- 
ways be suspected. Some of the most common are 
intense itching which develops suddenly, a feeling of 
numbness, tingling, burning, drawing, heat or cold, 
a sensation of insects crawling or of droplets falling 
on the skin. 

An actual skin disorder may sometimes be ac- 
counted for by excessive washing or cleansing of 
the skin which springs from a delusional idea. Un- 
reasonable concern over the appearance of some sim- 
ple condition such as a few additional facial hairs 
or moles or increased dryness or oiliness of the skin, 
as well as complete indifference to serious skin dis- 
ease, also may indicate that a psychiatrist’s services 
are needed. Excessive sweating, feelings of warmth, 
blanching or flushing or blushing may or may not be 
part of a set of psychiatric symptoms. 
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IMPROVEMENT OF ADVANCED CARCI- 
NOMA OF THE BREAST FOLLOWING 
ORAL ADMINISTRATION OF 
ESTROGENIC HORMONE 


REAR ADMIRAL WILLIAM L. MANN, M.C., 
U. S. N. (Ret.) 
and 


JOHN P. MARTIN, M.D. 
GEORGETOWN, TEXAS 


In presenting the results of an individual 
case, care must be taken not to draw a gen- 
eral deduction from a single incident. How- 
ever, the apparent improvement in the case 
reported was striking and was in accord with 
the reports of a series of similar cases so that 
these data are submitted in the hope that 
they may prove worthy of further investiga- 
tion and research in the field of carcinoma- 
tosis. At the present state of knowledge, it is 
suggested that such medical treatment be 
regarded as a supplement to rather than a 
substitute for surgical procedures. 


CASE REPORT 

The patient, a 59-year-old woman, had a radical 
left breast amputation in April, 1945, for carcinoma, 
grade 3, with a “large amount of metastases in 
the regional axillary lymph nodes.” Subsequently, 
she received three series of roentgen treatments, the 
last being given November 6, 1945. A chest roentgen- 
ogram was negative in March, 1946. She seemed to 
be doing nicely until October, 1946, at which time a 
chest roentgenogram showed several soft, rounded, 
metastatic areas in the right lung. 

In January, 1947, the patient was given (orally) 
0.5 mg. of crystalline ethinyl estradiol (Estinyl), a 
product of Schering Corporation. The dosage was 
gradually increased to eight tablets (4.0 mg.) daily. 

A roentgenogram on April 20, 1947, showed that 
the metastatic lesions were “slightly less pro- 
nounced than those on the film made January 16, 
1947.” Roentgenograms made in June and in August 
reflected “no essential change.” 

The operating surgeon of the case reported in 
November, 1947, that “the patient’s general condi- 
aes seemed definitely improved since January, 

The patient is a member of the family of one of 
the writers and her general health, as seen from 
daily observation, continues satisfactory to the pres- 
ent date (February, 1948). 


In our opinion, the general improvement in 
well being — irrespective of the question 
whether or not the drug will prevent a fatal 
termination—has been so gratifying to the 
patient and to her friends that the oral ad- 
ministration of this drug seems fully jus- 
tifiable as a trial remedy in patients over 60 
years of age. 


Adair and his coworkers! reported favor- 
able response in about 40 per cent of a series 
of 17 women with advanced carcinoma, par- 
ticularly in women above the age of 60. The 
evidence suggests that the estrogenic hor- 
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mone has less inhibitory effect on younger 
women. 
The Schering Company, Bloomfield, N. J., sup- 


plied the synthetic estrogen ethinyl estradiol em- 
ployed in this investigation. 
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THE PROBLEM OF EARLY DIAGNOSIS 
OF CANCER OF THE STOMACH 


ALBERT W. HARTMAN, M. D. 
SAN ANTONIO, TEXAS 


Carcinoma of the stomach accounts for 
one-third of the deaths due to malignancy. 
Approximately 38,000 persons die annually 
in the United States from carcinoma of the 
stomach. 

Despite the great strides made in medicine 
and surgery in general, and notwithstanding 
the work done on this particular problem, the 
current salvage remains at the pitifully low 
rate of from 4 to 6 per cent of all those 
stricken with the disease. 

Since Billroth’s first successful resection 
in 1881 to modern times, the operative mor- 
tality has fallen from 60 per cent to 6 or 10 
per cent where resection is performed for 
cancer, and to 1 per cent or less where it is 
for ulcer. Along with the drop in operative 
mortality, the extensiveness of the lesions re- 
sected has increased. The operative mortal- 
ity can be reduced further but this improve- 
ment will come slowly. 

However, the improved results in treating 
cancer of the stomach have not appreciably 
lowered the annual death rate from this dis- 
ease. The problem is to bring these cases to 
the surgeon in time to put them in the re- 
spectable group. 


SYMPTOMS 


The classical symptoms of cancer of the 
stomach, such as fullness after a small meal, 
vomiting of bitter undigested food, constipa- 
tion, loss of weight, severe pain, and hemor- 
rhage or “black vomitus” are in fact late 
symptoms of the disease. If these symptoms 
are required for diagnosis, there is no hope 
of improving the results of treatment. Can- 
cer of the stomach is almost a silent disease 
in its curable stages. Therefore, the number 
of early cases detected depends upon the 
physician’s “suspicion index,” to borrow a 
term from Rynearson. 

In cancer of the colon and rectum, Swin- 
ton!? and the Lahey Clinic group have 
pointed out that bowel symptoms sufficient 
to indicate the need for further study occur 
in 98 per cent of cases. Among this 98 per 
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cent, the most common. and important is 
change in bowel habit, not necessarily 
marked or even distressing, but merely 
change. 

In writing of the symptomatology of cancer 
of the stomach, a similar term might well be 
employed, namely, a “change in digestive 
habits.” A mild “dyspepsia,” a slight de- 
crease in appetite, a little “gas” after meals, 
the appearance of sluggishness in bowel ac- 
tion are mild symptoms that could be 
grouped under the heading of “change in di- 
gestive habits.” 

G. L. Bayle in his book published in 1839 
said of cancer of the stomach: “the patient 
looks perfectly well, is well nourished, has a 
good appetite, and complains only of a little 
epigastric discomfort, with some belching, 
and a newly observed constipation.” 

In the excellent book by Walters, Gray, 
and Priestley,’ the first symptoms of gas- 
tric cancer were categorized as follows: 52 
per cent, “dyspepsia”; 28 per cent, “ulcer 
symptoms”; and 11 per cent so-called “vague 
abdominal distress.” Thus, 91 per cent of 
their cases had “changes in digestive habits.” 

In 129 resectable cases from Lahey Clinic 
the presenting symptoms were pain 65 (50 
per cent), dyspepsia 43 (33.3 per cent), nau- 
sea and vomiting 17 (13.4 per cent), and 
bleeding 4 (3.3 per cent). Here, as generally, 
the mild symptoms that may be classed as 
“changes in digestive habits” constitute the 
majority of the presenting symptoms. 

There is a paradox in the comparison of 
the duration of symptoms before operation 
and resectability. With the operated cases at 
the Mayo Clinic," the resectability was 35.8 
per cent when the symptoms had existed less 
than three months; where they had been 
present from one to two years, 45 per cent 
could be resected; and of those present three 
to four years, 53.9 per cent were resectable. 
This paradox can be explained by the path- 
ologic course of the disease. The highly ma- 
lignant lesions progress rapidly from onset 
to symptoms severe enough to bring the pa- 
tient to surgery, with a correspondingly 
short period of resectability. The less malig- 
nant lesions situated near the pylorus give 
rise to mild symptoms early and progress 
slowly so that when the patient finally gives 


in to his complaint the growth may still be 
resectable. 


DIAGNOSIS 


Realizing the absence or vagueness of the 
symptoms of carcinoma of the stomach, it is 
apparent that to diagnose the disease early 
laboratory and roentgen studies must be 
made on slight or no indications. The pro- 
cedures readily available are roentgen exam- 
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ination with fluoroscopy and gastric analy- 
sis. 

Since 1940 several new aids for the detec- 
tion of gastric cancer have been reported, 
such as determination of variation in the in- 
tragastric electrical potentials by an instru- 
ment like the electrocardiograph ;° studies of 
pH, viscosity, surface tension, and refracto- 
metric index® of the gastric juice; and meth- 
ods for the cytologic® study of cells found in 
gastric secretions, as well as others much less 
practical. Of these newer methods the cyto- 
logic® study of cells found at the time of 
gastric analysis has great promise and is 
being intensively studied at various centers. 
Until these new methods are proved to be 
both accurate and feasible the methods avail- 
able must be used to their fullest. 

Roentgen studies, including fluoroscopy, 
have a high rate of accuracy. In a series re- 
ported by Abrahamson and Hinton,! the ac- 
curacy in diagnosis of malignancy was over 
90 per cent. To quote Dr. B. R. Kirklin," 
“Failure to discover any carcinoma that is 
present should be charged to the examiner 
rather than to the method.” In the group 
from the Lahey Clinic, reviewed by me, the 
finding of a gastric lesion was correct in 99 
per cent of cases. Seventy-five per cent of 
these were correctly called cancer, 21 per 
cent were questionable, and only 4 per cent, 
later proved to be malignant, were called be- 
nign ulcer. 

The practice of trying a period of medical 
care for “changes in digestive habits’ be- 
fore roentgen examination and gastric analy- 
sis is one of the great factors responsible for 
the failure to find the lesion early. The pa- 
tient may improve and both he and his physi- 
cian be lulled into a false sense of security 
that results in the loss of the period of re- 
sectability. If physicians educate the pub- 
lic to seek aid for minor changes, they must 
not fail to study adequately these minor 
changes. 

The fractional gastric analysis is a simple 
and extremely helpful procedure. Because 
free acid can occur in cases of gastric carci- 
noma, and because achlorhydria occurs in 
some normal persons, particularly those in 
the older age groups, fractional analysis can- 
not be used to find cases. However, once a 
lesion is found by roentgen examination, it is 
an aid in differentiating the benign from the 
malignant lesion. 

Of those cases I studied who had been sub- 
jected to gastric analysis, 51 per cent were 
achlorhydric even after the injection of his- 
tamine. Of the 49 per cent showing free 
acid, 5.8 per cent had a level over 50. With 
benign ulcer the situation was reversed. 
Eighty per cent had a free acid over 50 and 
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none was achlorhydric. Therefore, with low 
or absent acid the chances are better than 50 
per cent that the ulcer is malignant, but 
with acid level about 50, the chances are bet- 
ter than 90 per cent that the ulcer is be- 
nign. An incidental finding was the asso- 
ciation of degree of acidity and grade of ma- 
lignancy: 4.1 per cent of grade 1 and 38.5 
per cent of grade 4 were achlorhydric. 

Besides gastric acidity, other factors aid 
in the differentiation. Carcinoma of the 
stomach is far more common in men than in 
women. Along with malignancies in gen- 
eral, the incidence increases with age, more 
precipitously after 45. 

If a gastric ulcer is found after 45 and the 
symptoms are of long standing, a chronic be- 
nign ulcer can be considered. Whether such 
an ulcer will become malignant is an unset- 
tled question and conservative estimates are 
that it does become malignant in from 1 to 
3 per cent. 

Dr. Rudolf Schindler® stated, “Most re- 
luctantly I have drawn the conclusion that 
not only does benign ulcer not predispose to 
gastric carcinoma but even that the ulcer- 
bearing stomach has a curiously low inci- 
dence of gastric cancer. It would appear that 
the ulcer-bearing stomach possesses some 
protective power against carcinoma.” 

Therefore, the problem is to prove wheth- 
er the ulcer is benign or malignant when it 
is found. 

Besides the age and sex factors, the loca- 
tion of the ulcer is important: 

1. Ulcers on the greater curvature are so 
rarely benign that their presence is suffi- 
cient indication for operation. 

2. Ulcers in the immediate prepyloric re- 
gion, either annular or on the lesser curva- 
ture, are next in potentiality. 

3. Ulcers on the anterior or posterior wall 
or on the lesser curvature more than 5 cm. 
from the pylorus are those most likely to be 
benign. 

Of 129 resected stomachs from unselected, 
consecutive cases, the location of the lesion 
was annular 56 (43.4 per cent), lesser curva- 
ture 39 (30.2 per cent), greater curvature 14 
(10.8 per cent), posterior wall 11 (8.6 per 
cent), anterior wall 4 (3.1 per cent), diffuse 
3 (2.3 per cent), and not given 2 (1.6 per 
cent). Of the 56 annular lesions, which may 
have started on the lesser curvature, and 
the 39 on the lesser curvature, 74 or 83 per 
cent were within 5 cm. of the pylorus. 

The size of the ulcer crater has no differ- 
ential value. Unfortunately, almost one-half 
of those studied were over 3 cm. in diameter. 

Of gastric ulcers, Dr. Arthur W. Allen? 
of Massachusetts General Hospital expressed 
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the belief that immediate radical surgery is 
indicated if symptoms are of short duration 
and the patient is over 40; also, if the ulcer 
is over 2.5 cm. in diameter. Dr. Sara Jordan‘ 
requires that ulcers possibly benign satisfy 
rigid criteria after a three to four week trial 
of medical care, including bed rest, before 
they are definitely diagnosed as benign. 
These criteria are (1) complete relief of 
symptoms, (2) absence of blood in stools, 
(3) complete disappearance of the ulcer cra- 
ter by roentgen ray and gastroscopic visuali- 
zation, and (4) return of motility to the gas- 
tric wall in the previous location of the ulcer. 

Under this regime 80 per cent of those 
with ulcer-like symptoms were relieved but 
did not satisfy the other criteria; they were 
therefore operated upon and the lesions were 
found to be malignant. One case satisfied 
all the criteria except return of motility, and 
it too proved to be malignant. If the ulcer 
recurs, Dr. Jordan believes that resection is 
indicated. 

The gastroscope as a diagnostic aid is firm- 
ly implanted in the armamentarium. A few 
lesions can be visualized that 
would be missed by roentgen 
ray and visualization will help 
to differentiate the benign 
from the malignant lesion. 
One of the gastroscope’s most 
important uses is in following 
the course of gastric ulcers 
under treatment and the 
course of any chronic gastritis 
or gastric polyposis. 

The true relationship of 
gastritis to cancer is unknown 
and unproved. Gastritis is 
present in the stomach of 
most patients with cancer. 
The severe form of atrophic 
gastritis is seen in most cases 
of pernicious anemia,’ and 
the incidence of cancer in pa- 
tients with pernicious anemia 
is much higher than in the 
general population. Because of 
this and other studies, Schin- 
dler’ expressed the belief that 
“atrophic gastritis will be found to be a true 
and most important precursor of gastric 
carcinoma.” 

There is well founded opinion that gastric 
polyps and benign adenomas are precancer- 
ous. However, removal of these growths is a 
major procedure. The large adenomas,’ 2 cm. 
and over, should be removed at once. Smaller 
ones can be safely watched with the gas- 


troscope; surgery is indicated in the event of 
growth. 


PERCENT OF 
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The gastroscopist, like the radiologist, 
must be expert in his field if his procedure 
is to be of value. 

With roentgen ray, fluoroscopy, gastro- 
scopic examination, and gastric analysis 
available, the accuracy of diagnosis is suf- 
ficiently high to produce a marked improve- 
ment in the salvage rate, but only if the pa- 
tient is examined with these instruments in 
time. 


Roentgen examination of the stomach and 
duodenum should become a routine part of 
the widely advocated physical check-up after 
the age of 45; and such examination certain- 
ly should be done on any patient over 45 who 
complains of any “change in digestive 
habits” before any type of conservative 


therapy is instituted. This poses a grave 
economic problem and will result in many so- 
called “unnecessary examinations,” but the 
results will be gratifying. In 2,413 apparent- 
ly normal persons of cancerous age examined 
by St. John and others,!° there were found 2 
cancers, 1 lymphosarcoma, 1 polyp, and 20 
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Fig. 1. Age distribution of cancer. 


benign ulcers. This group used a method of 
rapid fluoroscopy that reduced cost in both 
time and materials. In mass fluoroscopic and 
roentgen ray studies on 400 American sol- 
diers and 400 German prisoners!’ with gas- 
tro-intestinal complaints, 1 per cent of the 
German prisoners had carcinoma of the 
stomach but no carcinomas were found in 
the Americans. This discrepancy, possibly 
statistically insignificant, may be due to the 
difference in age. The average age of the 

















Germans was 34 years; that of the Amer- 
icans was 28. 

These routine studies become more im- 
portant in each older decade (fig. 1). It is 
apparent from the figures that there is no 
particular decade in which cancer is most 
likely to occur. The incidence increases pro- 
portionately with age. In the group over 80, 
only 0.6 per cent of the population accounts 
for 8.9 per cent of the cancer deaths. If this 
group were as numerous as the 50 to 60 age 
group, it would account for 129 per cent of 
the cancer deaths. 


TYPES OF LESIONS 


The pathologic types of lesions found in 
306 cases studied (including the resected, ex- 
plored, and autopsied) were as follows: car- 
cinoma simplex 137, adenocarcinoma 135, 
sarcoma 19, special carcinoma 11, leiomyoma 
3, and malignant melanoma 1. 

The special carcinomas and sarcomas were 
as follows: leiomyosarcoma 8, lymphoma 6, 
lymphosarcoma 5, scirrhous carcinoma 4, 
carcinoma, undifferentiated 3, adenoacan- 
thoma 1, epidermoid carcinoma 1, and car- 
cinoma in ulcer 1. 

Additional malignancies were present in 
5, and previous ulcers had been present in 
16. Carcinoma was found extending into the 
duodenal submucosa in 10 cases. 

In the 50 autopsies, the rare metastases 
found included kidney 4, spleen 4, adrenal 4, 
thyroid 3, uterus 2, and fallopian tube 1. The 
common metastases included lymph nodes 
33, liver 21, lungs 18, pancreas 17, periton- 
eum 15, colon 9, bones 8, ovary 8, and small 
bowel 7. 

SUMMARY 


1. Carcinoma of the stomach is a silent or 
nearly silent disease in its early curable 
stages. 

2. Results of treatment in the resectable 
cases are good. 


3. Available methods for diagnosing the 


disease are accurate. 


4. Of the newer methods being used, the 
cytologic study of gastric secretions, as out- 
lined by George N. Papanicolaou,* offers the 
greatest possibility as a cheap and accurate 
method of screening for early diagnosis. 


Therefore, with the present extensive pro- 
gram in effect to educate the public to the 
dangers of carcinoma, it behooves physi- 
cians to work out some means whereby the 
excellent available methods of diagnosing 
cancer of the stomach may be used more 
widely and more economically. 

If routine fluoroscopy and roentgen rays 
cannot be used without some indication, at 
least any “change in digestive habits” of any 
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person over 45 years of age should raise our 
“suspicion index’’ and lead us to order these 
studies before any palliation is begun. Such 
a program will have gratifying results. 
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ABSTRACT OF DISCUSSION 


Dr. John S. Bagwell, Dallas: There is cause for 
concern in the fact that, despite the great strides in 
operative technique and safety, permanent cure of 
gastric carcinoma still is obtained in only about 5 
per cent of those found to have the disease. Dr. 
Hartman’s plea for earlier discovery through roent- 
gen ray and laboratory aids and for more careful 
clinical study of every ‘gastric lesion thus demon- 
strated deserves attention. 

The criteria for clinical evidences of malignancy 
are of great importance. Dr. Hartman has pointed 
out that certain features, such as age and sex of the 
patient, the location of the lesion in the stomach, the 
existence of definite aberrations in gastric acidity, 
and the radiographic and gastroscopic appearance 
have a certain value in suggesting probability of 
malignancy or benignancy. That each and all of 
these criteria have been misleading at times is now 
known. At present, the only certain means of mak- 
ing this crucial decision, short of immediate opera- 
tion, is careful and systematic observation of the 
gastric lesion for a period of three or four weeks of 
strict medical treatment. If definite signs of heal- 
ing do not occur, operation becomes obligatory. If 
improvement does result, the observer must deter- 
mine that not only is there complete disappearance 
eventually of radiographic, and preferably gastro- 
scopic, signs but also that the lesion remains healed 
for weeks. This last rule is necessary because of the 
demonstration, by Palmer and by others, of tempo- 
rary apparent healing of even malignant ulcers un- 
der medical therapy. 

Certain gastric ulcers, especially those on the 
greater curvature and those accompanied by anacid- 
ity, have such strong probability of malignancy that 
_— without preliminary observation is justi- 
ied. 
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Cancer as a cause of death ranks second 
only to heart disease. It is generally accept- 
ed that cancer is on the increase. This is 
largely due to better acquaintance with the 
symptoms of the disease, better facilities for 
diagnosis, and the fact that life expectancy 
has increased remarkably during the last 
number of years; that is, more people live to 
reach the cancer age. However, it must not 
be construed that cancer is only seen in the 
aged. In the series of cases of carcinoma of 
the colon and rectum here presented, 5 oc- 
curred between the ages of 20 and 29, and 17 
between the ages of 30 and 39. Of this se- 
ries 76 per cent occurred after 50 years of 
age. 

Carcinoma of the colon and rectum is a 
relatively common disease. It accounts for 
about 15 per cent of all deaths from cancer. 
The cause of carcinoma of the colon and rec- 
tum, as well as carcinoma in other tissues, 
remains obscure. It should be mentioned that 
carcinoma of the anus seldom has its etiology 
in such benign lesions as hemorrhoids, fis- 
sures, fistulas, strictures, or ulcerative proc- 
titis. These conditions are frequently en- 
countered, but carcinoma of the anus is in- 
frequently seen as shown in this series where 
it occurred in 2 per cent of the cases. It may 
be further mentioned that constipation plays 
only a minor role, if any, as an etiologic fac- 
tor. As Pennington has shown, constipa- 
tion is more frequently encountered in wom- 
en while carcinoma of the rectum and recto- 
sigmoid occurs twice as often in men. 


Regarding the importance and significance 
of polyposis (adenomatous), according to 
Rankin and Graham," “Proof is lacking that 
all carcinomas of the large intestines origi- 
nate in polyps, but there is considerable evi- 
dence to support the belief that most of them 
arise in just such a manner. The potentially 
malignant nature of these adenomatous 
polyps warrants their detailed consideration 
because it is in the early detection of their ex- 
istence, prior to malignant degeneration, and 
in their prompt removal, that we may best 
expect to reduce both the incidence and mor- 
tality of cancer of the large intestine.” 

Polyps are more frequently seen in the rec- 


From the Departments of Surgery and Pathology, University 
of Maryland Hospital. 

Read before the Section on Surgery, State peas Association 
of Texas, Annual Session, Dallas, May 7, 1947 
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tum, rectosigmoid, and sigmoid, and it is in 
this portion of the large bowel where 70 per 
cent of all carcinomas are found. The inci- 
dence of malignant changes in polyps varies 
from 34 to 60 per cent.* 1° Cattell® stated 
that about 5 per cent of the general popula- 
tion have polyps in the colon or rectum, and 
that removal of the polyp would prevent a 
large percentage of patients from developing 
carcinoma of the colon and rectum. It is the 
opinion of many investigators that polyps 
are a precancerous lesion.*:*:17)15 

During the time that this series of cases of 
carcinoma of the colon and rectum were be- 
ing treated at the University Hospital, 94 
cases of polyps of the rectum and rectosig- 
moid were submitted to biopsy for pathologic 
diagnosis. Eighty-one of these cases were 
benign (fig. 1 left), and 13 or 13.8 per cent 
showed carcinomatous change in the polyp 
(fig. 1 right). 

In this series of cases the youngest patient 
was 38 years of age, the oldest 82. There 
were 7 patients under 15 years of age. The 
youngest patient who showed malignant 
change in a polyp was 32 years of age. The 
ratio of males to females was 3 to 1. 

The symptoms of polyposis are essentially 
those of carcinoma of the left half of the 
colon, that is, bleeding, mucus, changes in 
the bowel habit, and colicky abdominal pain 
(fig. 2 left). The most common cause of 
rectal bleeding in a child is the presence of a 
polyp. Polyps should be removed because of 
(1) the possibility of malignant transfor- 
mation, (2) bleeding, (3) varying degrees of 
obstruction, or (4) the danger of intussus- 
ception. 

When considering the symptoms of car- 
cinoma of the colon and rectum, it is well 
to remember the embryologic development, 
physiologic functions, and anatomic varia- 
tions as they differ in the several segments. 
The right half of the colon is formed from 
the mid gut (cecum, ascending and proximal 
half of the transverse colon). The lumen is 
larger, the wall thinner, and the blood and 
lymphatic supply is more abundant, From 
a physiologic standpoint the contents are 
liquid. It is here that the liquid portion of 
the bowel content is absorbed. The left half 
of the colon, that is, from the mid-transverse 
colon to and including the rectum, is de- 
veloped from the hind gut. The lumen of this 
portion is smaller, the contents are more sol- 
id, and its function is one of storage. 

Tumors of the right half of the colon are 
large, bulky, fungating lesions which ulcerate 
early. They tend to penetrate the bowel wall 
rather than to encircle it as do tumors of the 
left half. 
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In this series of 337 cases of carcinoma of 
the colon and rectum studied at the Univer- 
sity Hospital there were 37 or 9 per cent in- 
volving the right half of the colon (table 1). 
The symptoms in order of their frequency 
were as follows: indigestion, gas, bloating, 
constipation, and obstruction. Constipation, 


TABLE 1.—Incidence of Carcinoma of the Colon and 
Rectum in 337 Cases. 


Area No. Cases 
Appendix 

Ascending colon - 

Transverse colon __.._. enn 

Descending colon 

Sigmoid _. _ 
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obstruction, and gross bleeding are not com- 
mon symptoms of carcinoma of the right half 
of the colon. Secondary anemia is a frequent 
finding; the average red cell count was 
3,400,000 and the average hemoglobin was 
61 per cent. The etiology of the anemia is 


Fic. 1. Left. Photomicrograph of a section of a polyp in 
the rectosigmoid of a 22-year-old man who suffered from pro- 
longed rectal bleeding. The polyp was removed through a proc- 
toscope and its base was found thoroughly fulgurated. The sec- 
tion from the base was benign. 


still in doubt. Whipple*® and Raiford' at- 
tribute it in great part to a toxic process. 
Any patient with unexplained secondary ane- 
mia should be investigated thoroughly to see 
if carcinoma of the right half of the colon is 
the causative factor. Tumors of the right 
half of the colon, because of its abundant 
blood ‘and lymphatic supply, develop metas- 
tases earlier than do tumors of the left half 
of the colon or rectum. Twenty-one cases, or 
56 per cent, showed general or local metas- 
tases. The length of time from the beginning 
of symptoms until hospital admission of the 
patient was 8.4 months. Careful roentgen ex- 
amination is a highly important aid in mak- 
ing a positive diagnosis (fig. 2 center). The 


CARCINOMA OF COLON AND RECTUM—HENDRICK & ADAMS February, 


diagnosis was confirmed by roentgen ray in 
91 per cent of this series of cases (fig. 2 
right). 

Tumors of the left colon produce a differ- 
ent variety of symptoms from those enumer- 
ated for the right side. The lumen of the 
bowel is smaller, and the bowel content is 
more solid. The tumors produce an annular 
growth that encircles the wall, often produc- 
ing the napkin ring type of deformity (fig. 
3 left). These tumors are of a scirrhus va- 
riety, of slow growth, and they produce 
metastases late. Consequently, as the tumor 
encircles the bowel wall, constricting the 
lumen, partial or complete obstruction may 
develop. The symptoms, therefore, in the 
main are those of obstruction. The bowel 
above the tumor slowly becomes dilated. At 
times, the accumulated fecal material causes 
excessive fermentation, putrefaction, and an 
enteritis with the formation of stercoral ul- 
cers. This is probably the basis of the alter- 


nating attacks of diarrhea that so frequently 


Right. Photomicrograph of an adenocarcinoma from the 
base of a rectal polyp from a 44-year-old woman who had been 
bleeding for seven months. 


accompany the progressive constipation and 
alteration of bowel habits. Often there is an 
inflammatory reaction on the serosal sur- 
face of the dilated loop of bowel which will 
cause it to become adherent to surrounding 
structures such as omentum, bladder, or 
loops of small intestine. However, this does 
not necessarily mean that the tumor has pen- 
etrated the bowel and is infiltrating other 
structures. In the group of cases presented 
here, increasing constipation, alternating 
with attacks of diarrhea and a change in 
bowel habits, was noted in 98 per cent of the 
cases. Bleeding, also, was noted in 92 per 
cent of the cases. The blood was usually 
bright red and was passed along with the 
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stool. Though constant, it did not produce 
the marked secondary anemia that is seen as- 
sociated with large fungating lesions of the 
right colon. Partial or complete obstruction 
was present in 67 or 29 per cent of the cases. 
In the rectum, the diameter of the bowel 
is again increased. The tumors, as a group, 
form large, ulcerating lesions which do not 
tend to encircle the bowel; consequently, ob- 
structive symptoms are not frequently noted. 
Bleeding is the most frequent symptom, 
along with frequent bowel movements where 
the feces contain blood, pus, and mucus. 


In 170, or 50.5 per cent, of this group of 
cases of cancer the tumor occurred in the 
rectum and rectosigmoid. In this location 
the lesion can be easily palpated by digital 
examination. This type of examination is 


Fic. 2. Left. Roentgenogram showing a rectal polyp by dou- 
ble contrast enema. 


Center. Roentgenogram with barium enema showing adeno- 
earcinoma of the cecum. 


easily performed by having the patient bend 
over a table and strain downward. If the 
physician will bear this in mind at least half 
of the carcinomas of this group can be diag- 
nosed. 

There were 224 tumors of the sigmoid, rec- 
tosigmoid, and rectum, practically all of 
which can be visualized with a proctoscope 
or sigmoidoscope when the lower bowel is 
thoroughly cleaned with saline enemas. By 
using air inflation with the sigmoidoscope 
and placing the patient in the knee-chest 
position or on a tilt table, a careful examina- 
tion may be made. A biopsy should be taken 
for pathologic study. It should be stressed 
here that the opinion of the pathologist is 
based on the tissue submitted; therefore, it 
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is important to select representative material 
for study, which usually can best be obtained 
from the base of the lesion. Fragments from 
the surface of a growth may give quite an 
erroneous picture of the basic process. 

Pain is not a prominent symptom of car- 
cinoma of the colon and rectum, at least not 
in the early stages. It does not, as a rule, 
manifest itself until the tumor has penetrat- 
ed the bowel wall and has become attached 
to the surrounding tissues. 


Careful roentgen examination is of definite 
value in making a diagnosis of lesions of the 
colon down to the rectosigmoid. It is not 
necessary in lesions of the rectum and recto- 
sigmoid; in fact, the rectosigmoid is known 
as the blind spot from a _ roentgenologic 
standpoint. These latter lesions can be diag- 


Right. Roentgenogram with barium enema showing adenocar- 
cinoma in the hepatic flexure of the colon. A polyp of the sig- 
moid is also present in the area of the carcinoma. (Courtesy of 
Dr. Harry Hull.) 


nosed much better and with greater ease 
digitally or with the proctoscope. Barium 
enemas are more efficacious than barium 
orally, the latter being dangerous if obstruc- 
tive symptoms are present. 

Multiple tumors were present in 3 cases. 
One patient had a tumor of the sigmoid, and 
another in the distal part of the transverse 
colon. In another patient a tumor of the rec- 
tosigmoid and another in the transverse 
colon were found. The third patient had 4 
different distinct tumors of the colon which 
were removed during an interval of eighteen 
years. The last operation on this patient 
was for an annular tumor of the transverse 
colon removed when the patient was 76 years 
of age. He had an uneventful convalescence. 





644 


It is therefore to be stressed that the entire 
segment of colon should be examined to de- 
termine the presence of more than one tumor. 
METASTASES 

Metastases from carcinoma of the rectum 
and colon occur late as compared with the 
stomach and other organs of the body. Most 
of the carcinomas in this series of cases 
were grade 1 and 2 according to the Broders’ 
classification. It has been shown by several 
investigators?" that the degree of ma- 
lignancy has a direct bearing on the percent- 
age of metastases that develop. The number 
of metastatic nodes increased from 26 per 
cent in grade 1 to 56 per cent in grade 4. 
Lahey" has shown a 90 per cent five year 
non-recurrence when there was no nodal in- 
volvement. Rankin and Olson’ have shown 
their five year non-recurrences to be doubled 


<= 


Roentgenogram with barium enema showing 
adenocarcinoma in the descending colon that produced annular 
or napkin ring type of deformity. This type of tumor also pro- 
duces obstructive symptoms early. 


Fic. 3. Left. 


when the tumor was free from nodal in- 
volvement. 

It should continue to be stressed that the 
nodes ought to be examined at the time of 
operation, for often enlarged or easily pal- 
pable nodes upon microscopic examination 
are found to be only inflammatory; on the 
other hand, small innocent appearing nodes 
are frequently found to show metastases. 
When the nodes are involved, the operative 
procedure should extend to the point where 
as much of the gland bearing tissue is re- 
moved as possible. Lahey" has repeatedly 
and wisely urged, “not only remove the 
greatest amount of bowel tube and gland 
structure, but also the greatest number of 
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blood vessels above and below the lesion.” 
We concur with him in every respect regard- 
ing this advice. 

Often in the presence of liver metastases, 
the question arises as to whether or not it 
is wise to extend the operation beyond a 
palliative procedure, which usually is for 
drainage. It has been shown by numerous 
surgeons® *: 1° that the patient will live twice 
as long, be more comfortable, and die a less 
distressing death if the tumor is removed in 
the presence of moderate liver metastases. 
If there is extensive metastasis with fixation 
of the tumor, we suggest only a palliative 
procedure which will relieve the patient of 
obstructive symptoms. 

In this series there were liver metastases 
in 26 per cent of the cases. The younger 
the age of the patient and the more anaplas- 


Right. Roentgenogram with barium enema showing annular 
earcinoma of the sigmoid. 


tic the tumor, the greater was the incidence 
of liver metastases. Patients with a history 
of a tumor for a period of from twenty-four 
to thirty months are often seen, yet at opera- 
tion they may show no visible or palpable 
evidence of metastases. In the group of pa- 
tients enumerated here, 8.9 per cent showed 
local metastases. The average duration of 
symptoms in the entire group was 9.4 months. 

It seems pertinent to discuss the limits of 
operability at this time. Tumors that seem 
literally “stuck” in their environment and at 
first are thought to be inoperable are seen 
in every segment of the colon and rectum. 
Frequently an abscess is present, due either 
to inflammation of or peneration of the bowel 
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wall by the tumor. Drainage of the abscess, 
changing the course of the fecal stream, or a 
colostomy will in a few weeks permit the tu- 
mor with its gland bearing area to be re- 
moved with ease and safety. The one fac- 
tor that contradicts radical removal is firm 
fixation. This is especially true in cases 
of thé rectum with lateral fixation. In sev- 
eral cases in this series involvement of the 
tubes, ovaries, or uterus necessitated a hys- 
terectomy along with the resection. In 3 
cases of cancer of the transverse colon the 
tumor had involved the stomach and jeju- 
num, producing in 2 of the cases gastrocolic, 
jejunal fistulas, and in the other a jejunal 
colic fistula. The operation necessitated re- 
section of the involved colon, loop of the 
jejunum, and an area of the greater curva- 
ture of the stomach. 

Since carcinoma of the colon and rectum 
occurs in an older age group, it is essential 
that every precaution be extended to give the 
patient a safe surgical procedure, yet suffi- 
cient to eradicate the tumor. In this series 
of cases, the average age was 58.7 years. 
There were 66 patients over 70 years of age, 
and consequently, degenerative diseases were 
frequently encountered, as well as the malig- 


TABLE 2.—Ages of 337 Patients with Carcinoma of 
the Colon and Rectum. 
Age No. 
20-29 ee nee a 
30-39 é 17 
40-49 


Cases 


Average age of all patients—58.7 years. 
Average duration of symptoms—9.4 months. 


nant tumor. In these cases the patient should 
be placed on a high caloric, high protein, high 
vitamin diet, if there is no contraindication. 
Sulfasuxidine or sulfathaladine, in doses of 
from 10 to 12 Gm. daily, is used to an ad- 
vantage to sterilize the bowel content. Care- 
ful laboratory studies of the urine, nonpro- 
tein nitrogen, hematocrit level, plasma chlo- 
rides, and plasma protein determinations 
should be made, along with blood grouping, 
and any abnormality should be corrected. 
If a partial intestinal obstruction is present, 
decompression may be effected with a Miller- 
Abbott tube introduced with a stilet and 
checked with the fluoroscope. 


Small doses of magnesium sulfate twice 
daily with cleansing enemas for two or three 
days reward the surgeon with an empty con- 
tracted bowel that is easy to handle. 

Continuous spinal anesthesia given by a 
competent anesthetist produces safe anes- 
thesia with maximum relaxation of the ab- 
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dominal wall along with quietness of the in- 
testine. This, together with sufficient blood 
from the blood bank, will greatly aid the 
surgeon in whatever procedure is necessary 
to eradicate the disease. 

In the management of carcinoma of the 
colon and rectum it seems wise to discuss 
prevention. It is the consensus of most stu- 
dents of this condition that polyps as enumer- 
ated above are an important etiologic fac- 
tor in the development of the disease. It is 
suggested that digital examination be made 
on all patients having a general examination. 
Further, all patients having symptoms refer- 
able to the lower intestine and rectum should 
have careful proctoscopic and roentgen ray 
studies with the barium and contrast enemas. 
If polyps are discovered and are within the 
field of the sigmoidoscope, they should be re- 
moved, their bases carefully fulgurated, and 
the polyp examined histologically. If they 
are encountered above the field of the sig- 
moidoscope, they should be removed at lapa- 
rotomy! after careful preparation of the pa- 
tient. 


CONCLUSIONS 


Carcinoma of the colon and rectum ac- 
counts for about 15 per cent of all deaths 
from carcinoma in the United States. 

Adenomatous polyps are an important eti- 
ologic factor in its development. Conse- 
quently, it is important to remove them be- 
fore malignant transformation or other com- 
plications develop. 

Early diagnosis of carcinoma is most 
important. Symptoms of the right colon dif- 
fer from the left colon and rectum. Seventy 
per cent of the tumors of the colon and rec- 
tum occur in the rectum, rectosigmoid, and 
sigmoid. These may be diagnosed digitally 
or with the proctoscope. 

The treatment consists of careful prepara- 
tion of the patient with the surgical removal 
of the tumor and the.greatest amount of 
bowel and lymph drainage area that is con- 
sistent with a safe resection. 
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ABSTRACT OF DISCUSSION 


Dr. Harry B. Burr, Houston: I agree that as much 
of the bowel wall as possible, both above and below 
the lesion, should be removed. One of the advantages 
of a resection with anastomosis is that it permits of 
a wider excision of the growth than does the obstruc- 
tive resection because no spur has to be constructed 
as with the latter. I think this will increase the 
percentage of cures. Of late I have been doing pri- 
mary resections with open end-to-end anastomoses 
and my associate, Dr. Hayes, and I have a small 
series of 9 consecutive open anastomoses during the 
past five months without a fatality or any sign of 
peritonitis resulting. The administration of succinyl- 
sulfathiazole or phthalylsulfathiazole makes possible 
such a surgical procedure when formerly we de- 
pended upon the obstructive resection for growths 
in the colon. I think that now a resection with 
end-to-end anastomosis is as safe as any other opera- 
tion on the colon for extirpation of cancer and much 
more satisfactory from every standpoint. 











MEDICAL PROGRAMS BROADCAST 


Twelve radio stations in Texas are broadcasting 
health education material which has been provided 
through the offices of the State Medical Association. 
All programs were prepared under the direction of 
the American Medical Association and are released 
as fifteen minute electrical transcriptions on a varie- 
ty of appropriate subjects. 

Upon request from any radio station, any of the 
fifteen available series is provided free of charge 
for use either as a public service program from the 
station or as program content for a reputable, ap- 
proved commercial sponsor. 

Considerable interest has been shown by the public 
in the quality of information released through these 
transcriptions. The transcriptions are continuously 
reviewed by the A. M. A. and the latest information 
is incorporated. When necessary, complete new tran- 
scriptions are prepared as a means of maintaining 
the accuracy of the medical information contained in 
the program. 

From the standpoint of the medical profession, this 
type of program presents an excellent opportunity 
for good public relations. This is particularly true in 
view of the splendid cooperative attitude displayed by 
the program managers of the radio stations and the 
interest on the part of the public as a whole. All 
broadcasts are presented in cooperation with a coun- 
ty medical society, even though the program may 
have a sponsor which has paid for the radio time. 

According to the latest information, any comment 
regarding these broadcasts is welcomed by the radio 
stations concerned. 

Complete details concerning the programs may be 
had at any time from the offices of the State Medi- 
cal Association, 1404 West El Paso Street, Fort 
Worth 3. 
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TRANSACTIONS 


SPECIAL MEETING 
OF THE 


HOUSE OF DELEGATES 
OF THE 


STATE MEDICAL ASSOCIATION 


OF TEXAS 


Fort WORTH, TEXAS 
JANUARY 16, 1948 


_ The House of Delegates of the State Medical Asso- 
ciation of Texas was called to order by President Dr. 
B. E. Pickett, Sr., Carrizo Springs, in the Longhorn 
Room of the Texas Hotel, Fort Worth, Texas, on 
January 16, 1948, at 9:00 a.m., pursuant to a call 
for a special session to consider the adoption of an 
agreement and fee schedule to provide medical serv- 


ice to veterans outside of Veterans Administration 
hospitals. 





REPORT OF REFERENCE COMMITTEE ON 
CREDENTIALS 


Dr. L. C. Powell, Jefferson, chairman of the Ref- 
erence Committee on Credentials, reported 57 dele- 
gates present. 

President Pickett: I declare that a quorum exists 
and we will now proceed to the roll call. 

The roll was then called by the Acting Secretary, 
Dr. Harold M. Williams, Fort Worth. 

President Pickett: A confusion arises from the 
fact that the 1947 list of delegates is being used. 
We do not have the 1948 list. I know there are some 
delegates who did not serve in 1947, and I know 
there are some here whose names have not been 
called. I am going to ask all whose names have 
not been called to stand until you are counted. 


The list of delegates as developed by the various 
roll calls was as follows: 


MEMBERSHIP OF THE HOUSE OF DELEGATES 

Anderson-Houston-Leon—R. H. Bell. 

Bell—A. C. Scott, R. D. Moreton. 

Bexar—J. H. Burleson, Victor C. Tucker, J. L. 
Cochran, Charles McGehee. 

Brown - Comanche - Mills -San Saba — Harry L. 
Locker. 

Cameron-Willacy—Troy A. Shafer. 

Cherokee—George M. Hilliard. 

Clay-Montague-Wise—E. W. Wright. 

Colorado-Fayette—James H. Wooten. 

Comal—Arthur W. C. Bergfeld. 

Dallas—Edward White, Hall Shannon, David W. 
Carter, Jr., G. E. Brereton, C. L. Martin, George A. 
Schenewerk, R. A. Trumbull. 

Dawson-Lynn-Terry-Gaines-Y oakum—J. E. John- 


son. 

El Paso—R. B. Homan, Jr. 

Galveston—T. G. Blocker, Jr. 

Grayson—W. A. Lee. 

Hamilton—C. C. Cleveland. 

Harris—Mylie E. Durham, W. W. Coulter, Sr., 
William Snow, Hugh Welch, J. H. Wooters, L. L. D. 
Tuttle. 

Hidalgo-Starr—H. E. Whigham. 

Jefferson—L. C. Heare, L. C. Powell. 

Kerr-Kendall-Gillespie-Bandera—D. R. Knapp. 

Lamar—J. A. Stephens. ~ 

Lubbock-Crosby—Allen T. Stewart. 

Medina - Uvalde - Maverick - Val Verde - Edwards- 
Real-Kinney-Terrell-Zavalla—D. R. Dimmitt. 
Milam—C. G. Swift. 
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Navarro—J. Wilson David. 

Nolan-Fisher-Mitchell—Robert L. Price. 

Nueces—C." P. Yeager, G. T. Moller. 

Palo Pinto-Parker—Ben L. McCloud, Jr. 

Potter—A. E. Winsett. 

San Patricio-Aransas-Refugio—John H. Finn. 

Smith—E. H. Caldwell. 

Stephens-Shackelford-Throckmorton—H. H. Cart- 
wright. 

Tarrant—Hobart O. Deaton, W. B. West, E. P. 
Hall, Jr. 

Tom Green-Coke-Crockett-Concho-Irion-Sterling- 
Sutton-Schleicher—R. E. Windham. 

Travis—C. P. Hardwicke, Henry L. Hilgartner. 

Wharton - Jackson - Matagorda - Fort Bend—R. G 
Johnson. 

Williamson—J. Frank Clark. 

Young-Jack-Archer—R. E. L. Gowan. 


EX-OFFICIO MEMBERSHIP 
President—B. E. Pickett, Sr. 
President-Elect—Tate Miller. 

Vice-President—X. R. Hyde. 

Treasurer—T. H. Thomason. 

Board of Trustees—T. C. Terrell, Chairman; E. A. 
Rowley, Secretary; Merton M. Minter. 

Board of Councilors—G. V. Brindley, Chairman; 
Ralph H. Homan, H. H. Latson, O. N. Mayo, Cary 
Poindexter, Harvey Renger, H. W. Cummings, Jr., 
A. E. Sweatland, J. M. Travis, R. G. Baker, C. C. 
Nash, Joe D. Nichols. 

Council on Medical Defense—L. B. Jackson, Chair- 
man; T. M. Jarmon. 

Committee on Legislation—Joseph B. Copeland, 
Chairman; Elliott Mendendall, G. W. Cleveland. 


President Pickett: Before we proceed further I 
will ask you to stand in silent tribute to the recently 
departed and lamented Dr. Holman Taylor. (The 
delegates stand in silent tribute.) 

The question has been propounded to me, why the 
call of this special session? The minutes of the 
meeting of the House of Delegates in Dallas will 
show that the Veterans Administration. agreement 
was a piece of unfinished business of that House 
of Delegates. It was referred back to the Coun- 
cil on Medical Economics with instructions that 
when it had completed the schedule, the problem 
would be considered again. It was not left in shape 
to be referred to the incoming House of Delegates 
that meets in Houston in April. When the council 
reported it was ready, the time was quite late. The 
meeting should have been in 1947, for this is sup- 
posed to be that House of Delegates; hence the list 
that we have is the 1947 list. Recognizing, however, 
that many societies have met and elected new dele- 
gates, we welcome you. The object of this meeting 
is to discuss and dispense with this fee schedule. 
There will be nothing discussed or considered at this 
meeting except this fee schedule. 

At the proper time, I have the right to do it as I 
know under parliamentary rules, I am going to ask 
for a motion that this House of Delegates be re- 
solved into a committee of the whole to consider this 
matter. In so doing we will obviate a great many 
questions that might arise as to whether or not it 
should be recommitted to a committee, as to whether 
or not we are permitted to proceed without reports 
of certain committees, and so on. Those things kill 
time when you have only one thing to consider in a 
House of Delegates. If you can throw that House 
of Delegates into a committee of the whole, consider 
what you have to consider and you are through with 
it, you expedite matters and save a great deal of 
time. 

There is no thought to call for the minutes of 
the previous meeting. This is supposed to be a con- 
tinuation of the House of Delegates of 1947 as I 
stated. The only reading that will be done here 
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today will be consideration of this schedule. After 
the reading of the agreement, I am going to ask 
that the privilege of the floor be extended to our past 
president, Dr. C. C. Cody, of Houston, who has 
worked very, very hard. By my own request Dr. 
Cody continued with the Council on Medical Econ- 
omics and worked this problem out. I know he spent 
a great deal of time and his own money and made 
trips far off in this work. I know each of you will 
feel that he should be given the right not only to 
discuss this but to clarify certain points. 

It has been asked of me and I will entertain a 
motion at that time that Dr. Fred Bearden, chief of 
the Out-Patient Division of the Dallas branch office 
of the Veterans Administration, also be given that 
privilege. When. that is over everyone in this hall 
who is not a delegate I will ask to abdicate. We will 
go then into a committee of the whole to settle this 
matter once and for all. 

Will you read the preamble to the fee schedule Mr. 
Secretary? 

Acting Secretary Williams: I will now read the 
proposed agreement between the State Medical Asso- 
ciation of Texas and the Veterans Administration. 


PROPOSED AGREEMENT BETWEEN STATE MEDICAL 
ASSOCIATION OF TEXAS AND VETERANS 
ADMINISTRATION 


To the Administrator of Veterans Affairs: 


The State Medical Association of Texas and the 
Veterans Administration for the purpose of estab- 
lishing and maintaining a close working relation- 
ship, in order to establish a well-integrated service 
for providing medical care and treatment for vet- 
erans of the State of Texas, beyond those services 
available to the Veterans Administration in existing 
Veterans Administration facilities and installations, 
do hereby mutually agree as follows: 

(1) The State Medical Association of Texas will 
request all of its members to participate in a State- 
wide program whereby physicians in private prac- 
tice in the State of Texas will render medical serv- 
ices (examinations, treatments and counsel) in such 
cases as may be specifically authorized by the 
Veterans Administration. 

(2) The State Medical Association of Texas will 
submit to the Veterans Administration a list of its 
members who desire to provide service for eligible 
veterans in the home communities of such veterans. 
This list may be augmented from time to time as 
additional physicians may indicate a desire to par- 
ticipate in the program. The physicians so listed will 
be fee basis physicians of the Veterans Administra- 
tion. By notice in writing a physician may at any 
time request that his name be removed from the list 
of fee basis physicians. Any physician who fur- 
nishes services pursuant to this Agreement reserves 


the right to decline any cases referred to him here- 
under. 


(3) 


The State Medical Association of Texas will 
assist the Veterans Adminstration in establishing, 
for examinations and treatment, a list of competent 
specialists who meet the qualifications of specialist 
of the Veterans Administration. 


(4) Lists of physicians submitted by the State 
Medical Association of Texas will be broken down by 
counties or districts in order that the veterans for 
whom services are authorized may have a choice of 
physicians practicing in his home community. How- 
ever, the choice of the physician by the veteran, 
provided for herein, is not applicable to examinations 
for pension or compensation rating purposes. Such 
examinations may be performed only by a physician 
specifically designated for that purpose by the Vet- 
erans Administration. 

(5)A Fees for medical services in authorized 
cases shall be paid by the Veterans Administration 
to the physician rendering the service in accordance 
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with the Fee Schedule hereto attached, which is 
made a part of this Agreement. The State Medical 
Association of Texas warrants that the rates set 
forth herein are not in excess of the rate of fees 
charged other persons who are not Veterans 
Administration beneficiaries for the same or 
comparable services. It is mutually understood that 
the fees stated in the Fee Schedule represent the 
maximum amount that may be charged and do not 
represent the amount to be paid in every case. Each 
physician shall certify in submitting his statement 
of account that the fees charged are not in excess of 
the fees charged by him for comparable service ren- 
dered non-veterans. It is understood that unusually 
involved cases and services not scheduled will be sub- 
ject to review and recommendation by the State 
Medical Association of Texas to the Veterans Ad- 
ministration for determination of the appropriate 
fee. 

(5)B It is further understood that services of 
physicians hereunder will be so utilized that fees 
therefor to any individual physician will not exceed 
$6,000.00 per annum without the prior approval of 
the Chief Medical Director, Veterans Administration, 
Washington, D. C. 

(6) The Veterans Administration will handle ad- 
ministrative and clerical details in connection with 
the authorization of examinations or treatments and 
the maintenance of records; and will arrange for 
transportation of the veteran if necessary. 

(7) When authorizing treatment, the Veterans 
Administration will furnish to the veteran, proof of 
such authorization and a list of fee basis physicians 
in the county or district in which the veteran is lo- 
cated, in order that he may select his own physi- 
cian for the services authorized. 

(8) The Veterans Administration will review 
reports of examinations and services to determine 
their adequacy. No fees will be paid by the Veterans 
Administration for reports which are not acceptable 
to the Veterans Administration or for services ren- 
dered in unauthorized cases. 

(9) The State Medical Association of Texas will 
establish one or more Boards of Review composed of 
its members. It shall be the duty of such Board or 
Boards to advise and assist the Veterans Adminis- 
tration on matters within the scope of this Agree- 
ment. The Council on Medical Economics of the 
State Medical Association of Texas nay advise, rep- 
rimand, censure or recommend the disqualification 
of a member of the State Medical Association or any 
other physician from work with the Veterans Admin- 
istration whose service is found by the Council to 
be incomplete or unsatisfactory. For this purpose, 
the Council on Medical Economics shall have juris- 
dictional status of a county medical society to its 
members as relating to questions regarding the 
terms and conditions of employment in this Agree- 
ment. 

(10) It is agreed that services furnished under 
the Agreement will be performed by licensed physi- 
cians. It is further agreed that physicians render- 
ing services hereunder will be citizens of the United 
States who are doctors of medicine duly licensed to 
practice medicine and surgery in the State of Texas. 
The State Medical Association of Texas on advice of 
its component county medical societies may recom- 
mend for participation under this Agreement any 
physician in the State of Texas who is not a mem- 
ber of this Association. 

(11) This Agreement shall be effective from 
sean Rea eas Saag palbasinags ID a agate Gasca pantangucaancanseennsy 
and may be terminated by either party by giving 
thirty (30) days written notice to that effect. 

(12) This Agreement, if mutually satisfactory, 
may be renewed indefinitely for a period of one (1) 
year each, upon notice in writing to the State Medi- 
cal Association of Texas at least sixty (60) days 
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prior to the expiration of each period of one (1) 
year, and written statement from the State Medi- 
cal Association of Texas within thirty (30) days 
after such notification agreeing to the renewal. 


(13) No Member of or Delegate to Congress, or 
Resident Commissioner, shall be admitted to any 
share or part of this Agreement or to any benefit 
that may arise therefrom unless it be made with a 
corporation for its general benefit. (Not recom- 
mended by the Council on Medical Economics.) 


(14) The State Medical Association of Texas 
agrees that in performing this Agreement, it will not 
discriminate against any employee or applicant for 
employment because of race, creed, color or national 


origin. (Not recommended by the Council on Medical 
Economics.) 


(15) The State Medical Association of Texas 
does not propose to make any charge for any service 
rendered to the Veterans Administration under 
this Agreement. (To be renumbered as section 13 
if present sections 13 and 14 are deleted by action 
of the House of Delegates.) 


President Pickett: We have in this hall Dr. How- 
ard Griffin, Graham, chairman of the Council on 
Medical Economics. I will ask him to make his re- 
port to this House of Delegates at this time. 


REPORT OF COUNCIL ON MEDICAL ECONOMICS 


Dr. Griffin: As most of you know, members of this 
council have been working at this attempted agree- 
ment for more than a year and a half, practically 
two years. As you have been told here by the 
President, this is a continuation of the proceedings 
of the House of Delegates in Dallas last May, and 
we are inclined to believe that we have effected a 
very agreeable fee schedule and a very good agree- 
ment. You have noted the deletions as indicated by 
the Secretary in reading it. 

We submitted our final resume to Dr. J. C. Hard- 
ing, assistant medical director for auxiliary service 
of the Veterans Administration, Washington, in Chi- 
cago in October, and he has prepared this pamphlet 
that has been distributed among you (Agreement 
and Fee Schedule for Medical Services To Be Sub- 
mitted to Veterans Administration by State Medical 
Association of Texas, December 15, 1947) from our 
recommendations, with a very few changes. One 
notable change on the explanatory note on the first 
page is that it appears at this time that because 
of the shortage of Veterans Administration doctors, 
which we know exists, it will be impossible to em- 
ploy a liaison officer who would cooperate between 
the Veterans Administration and the Medical Pro- 
fesion of Texas. As a matter of fact, the majority 
of the states do not have a liaison officer anyway. 
But we made that request, and I think, and the Vet- 
erans Administration thinks, that in due time we will 
have just that. 

On page 5, the second paragraph, you will notice 
under the preliminary remarks with reference to 
“AA,” that means just what it says. It would ap- 
pear here that the first two lines or line and a half 
would be deleted, all of which is immaterial. After 
all “arbitration and agreement”? means just what it 
says, and as we go through with this program that 
would be a matter of adjudication with the Veterans 
Administration branch office in Dallas, the head of 
which is Dr. Bearden of Dallas, whom you will 
know presently. I think those things could ad- 
mirably be handled through his channels. 

Also the final report from Dr. Harding necessi- 
tates a change in some fee schedules on page 8. As 
a matter of fact they would come under the head 
of an extra expert bronchoscopist. Item 0210, bron- 
choscopy without biopsy, is changed from a stipulat- 
ed fee of $40 to “$25-$40 AA,” and item 0211, bron- 
choscopy with biopsy, from $50 to “$35-$50 AA.” 
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And then on page 16 is a similar piece of work 
(item 4703 from $150 to “$100-150 AA”) that would 
also come under the heading of expert and would be 
subject to arbitration and agreement, all of which, 
as far as I can see, would be agreeable to the 
doctors in Texas. 

We made several trips to Washington on this 
thing over the last few years, and I am very glad 
to say that we have been well received by the staff 
in the Veterans Administration in Washington and 
have gone along admirably in this thing. The fault 
in not getting this agreement and fee schedule pre- 
pared for 1947 or even earlier was our failure to 
recognize the necessity of going into the head office 
and discussing these various points. It is practically 
impossible to do this elsewhere by correspondence or 
by telegraph or telephone communication. 

I will briefly recite here a reduction in fees by 
the Veterans Administration from the fees as set up 
by us, representing you, from Texas. There are some 
twenty items which were reduced, but our presump- 
tion was that each such item was adjudicated on the 
basis of its being an average fee throughout the en- 
tire United States. Per contra, there has been a de- 
cided increase on the part of the Veterans Admin- 
istration over fees as set up by us in forty-five 
items. They actually made an increase on the fees 
we set up and met our requests admirably. We feel 
that this schedule of fees will set up a yardstick for 
the medical profession of Texas for the future. For 
compensation companies and fly-by-night medical 
schemes, and we have a number of them now, this 
fee schedule will serve as a yardstick to go by, both 
in the cities and in the rural districts. 

Now briefly to discuss the thirteenth and four- 
teenth points that you heard read in the agreement. 
We told the gentlemen in Washington that down in 
this part of the country we do not agree altogether 
with this matter of placing in an agreement that af- 
fects the profession of the state of Texas the matter 
of race, creed, or color, and of course the reasons 
therefor are obvious. The main reason is that we 
do not want to lay the State Medical Association of 
Texas liable to a lawsuit from any angle, which 
this thing would do. Paragraph 13 refers to the 
members of Congress and all that kind of thing, 
which probably would never apply to this state in 
the first place. On the whole we believe that we 
have a fair agreement with these deletions. Neces- 
sarily the paragraph has to be written in, but it can 
also be inserted that the paragraph is not endorsed 
by the House of Delegates. We believe we have a fair 
agreement, and we believe we have a schedule of 
fees probably better than any state in the Union at 
the present time. 

President Pickett: Thank you. I am going to en- 
tertain a motion that the privilege of the floor be 
extended to Dr. C. C. Cody, of Houston. 

Dr. Merton M. Minter, San Antonio: I so move. 

Dr. E. A. Rowley, Amarillo: I second the motion. 

The motion was then put and carried. 


Dr. C. C. Cody, Houston: Suppose we take up 
first the mechanics. You notice on the explanatory 
remarks there was a request to have a liaison of- 
ficer or a coordinator for Texas. It was found that 
there was not a sufficient amount of personnel. Dr. 
Bearden of the branch office at Dallas assured that 
that office would be able to take care of the liaison 
in coordinating the work, and I have no doubt it will 
be done effectively and well. 

I wish to reiterate what Dr. Griffin has said with 
regard to sections 13 and 14. Section 13 is a gen- 
eral requirement placed in all governmental con- 
tracts, that members of Congress and delegates to 
Congress are not to participate in any of the profits 
of any contracts. We refused to accept that in 
Washington for the simple reason that that reflect- 
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ed on the intelligence of the State Medical Asso- 
ciation. Another paragraph states that the State 
Medical Association is not to derive any profit or 
any benefit as a result of this contract. It struck 
us as reflecting on the intelligence of this organiza- 
tion to allow another statement that we were not 
going to pay somebody to get an opportunity for 
the State Medical Association to render this service 
for nothing. So we told them we would just strike 
that out. We were perfectly willing to work with 
them but not under conditions that reflected on the 


intelligence of the members of the State Medical 
Association. 


On paragraph 14, as Dr. Griffin has previously 
stated, our position was that we are not going to 
subject the State Medical Association to a blackmail- 
ing lawsuit from a Negro. Unless this paragraph 
was struck out a Negro would be within his rights 
to go to Dr. Williams and demand a position as a 
stenographer.. If the State Medical Association 
needed a stenographer or a clerk at that time and 
refused to employ him, then with this provision in 
there he would be within his rights to demand dam- 
ages from the State Medical Association for not 
employing him. We refused to accept it. 


Now, the mechanics we are faced with is that in 
the finished contract, or agreement, if one is made, 
paragraphs 13 and 14 must be in there, but a nota- 
tion on those two specific sections could be entered 
and signed or initialed that they are struck out. 
The Veterans Administration will accept the agree- 
ment modified in this manner. 


On page 5 under the item marked “AA” the first 
sentence is to be struck out because it is no longer 
applicable. The “AA” sign may be confusing at first. 
The “AA” stands for “adjustment and adjudica- 
tion” and there are two ideas connected with the 
“AA” of this specific agreement. One is the Vet- 
erans Administration’s understanding that many 
services have a considerable amount of variation in 
them. For instance the treatment of burns may be 
a relatively simple thing or it can be a most com- 
plicated thing. So in the fee schedule as prepared 
by the advisory board of consultants there were 
certain items that were marked “AA.” They are 
included in this agreement. In addition to that, 
when we came in it was finally agreed, -in order to 
be able to get together with the Veterans Adminis- 
tration, that we mark many items “AA” for the 
reason that in some sections of the state or in some 
cases the low figure may be applicable but in other 
sections of the state the high figure may be ap- 
plicable. 


The final sentence in section 10 of the agree- 
ment, “The State Medical Association of Texas on 
advice of its component county medical societies 
may recommend for participation under this agree- 
ment any physician in the State of Texas who is not 
a member of this Association,” is tactful, courteous 
language which, so far as this State Medical Asso- 
ciation is concerned, will allow, encourage, and 
authorize the participation of reputable, skillful 
Negro physicians of this state. There are many 
Negro veterans in this state and they have a right 
to go to a physician of their choice. If a physician 
of their choice is a Negro, they have a perfect right 
to go to that doctor. The part the State Medical 
Association proposes to play is to take the advice of 
the component county society as to whether this 
Negro physician is skillful and reputable. It is 
incumbent upon the county medical society to ad- 
vise the central office of our State Medical Asso- 
ciation as to the competency and skill of the Negro 
physicians in that county. 


The discussion of fees is much like discussing the 
dictionary. Each one of us could discuss it and it 
could be very interesting, but the subject would 
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change very fast. Now you are going to find some 
bugs and some monkeys in these fees. I don’t know 
where they are because I was trading. Dr. Griffin 
and I and Dr. Bond and Dr. Dudgeon and Dr. Mc- 
Williams and Dr. Fox, we were trading. We were 
trying to see the schedule as a whole and earnestly 
trying to get together with the Veterans Adminis- 
tration as they were earnestly trying to get to- 
gether with us. One of the reasons I was insistent 
that we have this special meeting of the House of 
Delegates was to allow this schedule to be consid- 
ered among the men who won’t look at it as a whole. 
They will look at a particular fee. Their viewpoint 
will be exactly opposite to the viewpoint we have 
had heretofore and the viewpoint that will be here 
this morning very largely. They can point out the 
bugs to the Council on Medical Economics, which 
can be discussed in May and be corrected if there is 
a valid, sound reason. I don’t look on this as a fin- 
ished work at all. There is a question in my mind 
this morning if this is not already somewhat out 
of date. I do not look on this as being completely 
satisfactory. It is acceptable. I doubt whether there 
is a man in this room who has not had some ex- 
perience in trading. How many trades did you ever 
make that were completely satisfactory? There have 
been very few. You accepted them because you 
were getting a sufficient amount to compensate for 
any loss on the whole, considering it as a whole, 
and if you will approach this from the standpoint 
of not being completely satisfactory for every sit- 
uation that arises but of being acceptable, you will 
have the same viewpoint as your Council on Medical 
Economics. 

A few words as to the background of the fee 
schedule and how we prepared it. The fee schedule 
as prepared by the Council on Medical Economics 
is one of the few fee schedules that I have come in 
contact with that I would call rational, realistic, 
and prepared with scientific methods. The personal 
views of any one individual or any two individuals 
did not enter into it very much. As you will recall, 
along in July and August of 1946 there was sent 
out a questionnaire on the ten index services to be 
rendered, because once knowing what those services 
were in a particular locality you could estimate 
fairly accurately exactly what the whole schedule 
ought to be. We heard from 75 per cent of the coun- 
ty societies. It was a matter of distress to the Coun- 
cil that we did not hear from Bexar County or Mc- 
Lennan County, and the reply that we received from 
Dallas County was so out of line with what we felt 
like conditions should be there that we could not 
use it. 

Let me beseech members of this House to impress 
on your home county medical society that when they 
receive a request from the Council on Medical Eco- 
nomics in the future they should give it their pri- 
mary consideration and reply to it accurately. The 
Council on Medical Economics has passed the stand- 
point of wishful dreaming in the preparation of a 
fee schedule. All its members want to know is what 
you are doing, what are the charges there. They 
can adjust their opinion to what the facts are. For 
goodness sake, don’t make them too low or too high. 
When you get a tabulated series of fees before you, 
you can instantly spot the fellows that are minimiz- 
ing or the fellows that are attempting to put some- 
thing over. Just tell this council the facts. They 
can take care of the facts. Now I do think that this 
State Medical Association can show a better than 
passing grade of 75 per cent. We should get 97 or 
98 per cent replies to requests for information from 
the Council on Medical Economics. 

Now how is this pamphlet to be used? Before 
you use it, read the agreement. Before you use it, 
read the fee schedule, the part you are interested 
in, and see what it is. We found there was such 
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tremendous variation in fees in Texas that we could 
not make an average. I could give you the names 
of four counties in Texas in which the office calls 
are $1, in which the house calls are $2, in which 
obstetrical care is $15. I have no doubt that there 
are eight additional counties with those fees. Our 
approach was in line with the general customs over 
the state. 


What was the basis of the fee schedule? The basis 
should be the average income for the state as a 
whole. In 1946 the average income for the state as 
a whole as reported by the Commission on Com- 
pensation Insurance was: $2,250. For a person who 
is married, has one or two children, and an annual 
income of $2,250 we did not feel that any one med- 
ical service fee should be more than $225. In other 
words, the fee should be fair and in proportion to 
what he could pay. If the $225 was 10 per cent of 
his annual income, then that was all he should be 
asked to pay. It did not make a particle of difference 
whether the service was rendered by a specialist or 
a general practitioner because, after all, a man 
could not pay any more than he had. With $225 as 
the key figure the others were adapted to it, graded 
down from that in line with our reports from the 
state as a whole and in proportion to the technical 
difficulties of the procedure and in surgical opera- 
tions the tediousness of after care. I think you will 
find that for the group earning $2,250 this is fair 
to the physician and to the patient. 

Now is this the end of it? No. You cannot have a 
different fee schedule for the Veterans Adminis- 
tration, for private practice, for compensation in- 
surance, for cooperatives, for group surgical insur- 
ance; you have to have one schedule that fits the 
whole thing, that is fair. 

Why should we have a fee schedule at all? The 
practice of medicine is a profession. Today the 
trend is more and more that the practice of medi- 
cine is not only a profession but it is becoming a 
quasi public utility. If you have a public utility, 
what is the danger of that? Have you ever heard of 
a public utility, a monopoly as it were, of a service 
being attacked on the basis of its quality of service? 
It is very, very rare. Invariably the attacks that are 
laid on public utilities are on the question of rates, 
on the question of fees, on the question of payments, 
and I am inclined to think that some part of the 
agitation for socialized medicine is on just exactly 
that basis. 


If we have for those incomes that are moderate, 
that are average, a fair fee schedule and we are 
prepared to adjust downward from that, it follows 
that from this average fee schedule for those in- 
comes that are above the average an upper price 
can be put. (Applause.) 

President Pickett: I will ask for a motion to ex- 
tend the privilege of the floor to Dr. Bearden of 
Dallas, the regional director of the Veterans Admin- 
istration. 

Dr. J. M. Travis, Jacksonville: I make the motion. 

Dr. R. D. Moreton, Bell: I second the motion. 

The motion was then put and carried. 


Dr. Fred Bearden, Dallas: This schedule between 
the Veterans Administration and the State Medical 
Association of Texas has been of paramount im- 
portance in our minds for eighteen months at least. 
I want to say to you that Dr. Cody and Dr. Griffin 
and others have certainly done lots of work. It has 
taken much of their time and, in our opinion, has 
accomplished a schedule that, based on our knowl- 
edge of other state schedules, is far superior to any 
now in existence, if and when you vote it into ex- 
istence. 


I want to say that I understand the various small 
changes that were suggested in this, and the Vet- 
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erans Administration is acceptable to those changes 
and they certainly will be carried out as you desire. 

My office in Dallas—I happen to be directly under 
Dr. Harding with whom Dr. Cody and others have 
dealt—will be the liaison office, if you so desire, to 
see that this contract is carried out on the part of 
the Veterans Administration. You may appeal to 
this office for any opinion or settlement of differ- 
ences and other matters which might arise. 

I realize that there is going to be paper work, but 
we do not think there will be any differences that 
we cannot settle. I think I am going to say with 
some degree of accuracy that, repeating Dr. Cody, 
this is not final. It is a good start and we will in 
time make changes and I feel that the Veterans 
Administration will work with you as they have in 
the past. 

I want one more remark. Texas is a large place. 
It has five regional offices against any other state 
in the Union, none of which has more than two, and 
it was Dr. Cody’s difficult and hard work along 
with some others of us that convinced the Veterans 
Administration central office that Texas is a state 
in this Union, and that it is not the smallest. 
(Laughter and applause.) 

President Pickett: Next I will appoint three ser- 
geants-at-arms, Drs. J. B. Copeland, Dr. Elliott 
Mendenhall, and Dr. Troy Shafer, to see that all who 
are left in the House of Delegates have badges on. 
You will proceed to do that now, gentlemen. 

Dr. C. C. Cody, Houston: Mr. President, I believe 
if you will look in your By-Laws you will find that 
a member of the State Medical Association has a 
right to attend an executive meeting of the House 
though no right to participate in its proceedings. 

President Pickett: “All meetings of the House of 
Delegates shall be open to the members of the Asso- 
ciation, but the House of Delegates shall have the 
authority to exclude all except members of the Asso- 
ciation at any time.” 

Dr. A. C. Scott, Bell: I move that this House so 
order, that any member of the State Medical Asso- 
ciation may remain in session with us whether we 
are in executive session or open session. 

Dr. David W. Carter, Jr., Dallas: I second the 
motion. 

The motion was then put and carried. 

Dr. George A. Schenewerk, Dallas: I notice that 
we have our legal counsel and also our professional 
public relations counsel here. 

Dr. E. A. Rowley, Amarillo: The reporter over 
there is not a member of the State Medical Associa- 
tion. 

President Pickett: He is an employee. 

Dr. Rowley: That doesn’t make any difference. 
Wouldn’t that eliminate him? 

Dr. Merton M. Minter, San Antonio: I would like 
to move, to clarify this thing, that we specifically 
name the men who are to stay rather than name 
these people who are to be excluded, if a motion 
like that would be in order. I would like to move 
that the official reporter, Mr. J. E. McGinness, Mr. 
James Townsend, Mr. Philip E. Fox, Mr. Dwight 
Plackard, Mr. Joe A. Clark, Mr. Philip R. Over- 
ton, and members in good standing be extended 
an official invitation to stay with us as a committee 
as a whole but for them not to be permitted, except 
on further invitation, to enter into any discussion 
or vote. 

Dr. T. M. Jarmon, Tyler: I second the motion. 

The motion was then put and carried. 

Dr. R. H. Bell, Anderson-Houston-Leon: I move 
that this House of Delegates resolve itself into a 
committee as a whole to consider the matter of the 
fee schedule. 

Dr. O. N. Mayo, Brownwood: I second the motion. 

The motion was then put and carried. 
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PROCEEDINGS OF THE HOUSE OF DELEGATES 
IN COMMITTEE AS A WHOLE 


President Pickett: I recognize this House of Dele- 
gates as being the policy-making body of the State 
Medical Association of Texas. I realize that if any 
of us attempted to do the thinking for any of you, 
we would be making a grave mistake. As rapidly 
as we can, as expeditiously as we can, and as in- 
telligently as we can we will now proceed with this 
matter. 

I hold in my hand a sheaf of reports from county 
medical societies. Some have said that their dele- 
gates could not be here but they were approving. 
Those societies that are not represented here were 
all approving. I can see no point in reading those 
to you unless it is your wish, for almost all the 
societies are represented by deiegates and you are 
instructed by them what to do. 

As I understand this we can do three things with 
this matter. The first is that we can approve it, ap- 
prove the action of this Council on Medical Eco- 
nomics, this fee schedule, without debating it and re- 
ferring it to the component societies. The second is 
that we can adopt it, and put the machinery of the 
State Medical Association behind it, but be it re- 
membered that the State Medical Association does 
not make contracts so far as the contract is con- 
cerned. Or we can reject it in toto. 


Dr. E. A. Rowley, Amarillo: It won’t take me but 
just one minute. I think Dr. Cody and Dr. Griffin 
are both friends of mine. I want to thank them for 
their efforts but Dr. Cody brought in the monkey in 
this thing, so I am going to pick it out. The monkey 
is this: “It is mutually understood that the fees stated 
in the fee schedule represent the maximum amount 
that may be charged’ and do not represent the 
amount to be paid in every case.” I like Dr. 
Cody and I like Dr. Griffin, but I don’t want them 
to do any trading for me about making fee sched- 
ules for me. I don’t want anybody in the State 
Medical Association making an agreement for you 
gentlemen about your fees. They haven’t any 
authority to make an agreement or contract. If any 
officer of the State Medical Association has author- 
ity to make an agreement or a contract for your 


fees, I wish he would tell me where it is that he has 
that authority. 


Now right here in the January issue of Medical 
Economics it says: “No quick relief for medicine’s 
differences with the Veterans Administration. Home- 
town plans, Veterans Administration policy on non- 
service-connected cases cause continued trouble.” 
Every state that has entered into an agreement is 
having trouble and they want to get out of it, but 
they don’t know where to get off. You are free 
now. You gentlemen can put a noose around your 
neck, but I am telling you not to do it. Here is a 
fee schedule written in 1946 for New Jersey and 
it is higher than the one you have. Why are the 


New Jersey doctors more privileged than the Texas 
doctors? 


Dr. L. C. Heare, Jefferson: The proposed agree- 
ment in section 5B says: “It is further understood 
that services of physicians hereunder will be so 
utilized that fees therefor to any individual physi- 
cian will not exceed $6,000.00 per annum without 
the prior approval of the Chief Medical Director, 
Veterans Administration, Washington, D. C.” Now 
when that paragraph was read before our county 
medical society, they turned it down. The question 
might well be asked why should a doctor who is 
skillful enough and works hard enough not be per- 
mitted to earn more than $6,000 a year if he devotes 
his time and attention to that particular line of 
work and the patients desire his services? I would 


make a motion at this time that that paragraph be 
stricken out. 
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Dr. Joe B. Nichols, Atlanta: I second the motion. 
Dr. Merton M. Minter, San Antonio: I don’t know 
what the legal aspects of this thing are, but Dr. 
Cody, of course, knows a great deal more about this 
thing than anyone else in the State Medical Asso- 
ciation of Texas as far as I know. Now, I am neither 
for nor against this particular thing. Unfortu- 
nately, I believe under the rules of the House of 
Delegates Dr. Cody cannot talk. This is the first 
time I have ever seen him when he couldn’t talk. 
(Laughter.) But I think that we should make some 
provision that Dr. Cody can explain this thing be- 
cause he knows about it and we are here to settle 
something. 

President Pickett: 
your questions. 

Dr. C. C. Cody, Houston: That means solely and 
alone that officers of the Veterans Administration 
eannot channel down through one man’s office an 
amount of practice of over $6,000 and that is all it 
means. That is done to protect the broad scope of 
men in practice and to prevent Dr. Bearden’s office 
in Dallas (He will just for the purpose of illustra- 
tion forgive me for mentioning his name.) from 
channeling down through a doctor’s office in Dallas, 
more than $6,000 a year without prior approval 
from the central office in Washington, and that is 
all it means. 

Dr. L. C. Heare, Jefferson: I would just like to 
ask Dr. Cody this question: Doesn’t that give the 
Veterans Administration control over the practice 
of each doctor and take away from the ex-service 
man his free choice of physicians? 

Dr. Cody: Under the terms of this agreement all 
patients who have mental and nervous diseases will 
be required to go to the Veterans Administration 
Hospital. All patients with tuberculosis will be re- 
quired to go to the Tuberculosis Hospital for treat- 
ment—not for examination. At least I am speak- 
ing in general terms. Also, the Veterans Adminis- 
tration maintains many hospitals over this country 
as a whole, and it has some hospitals in Texas. For 
those operations that are service connected they ex- 
pect, except in those relatively few instances where 
there is some good reason therefor, for the veterans 
requiring additional operations to go to the Veterans 
Hospitals to have them. This agreement covers those 
veterans, male veterans only, that have service con- 
nected disabilities: It covers female veterans for 
any disabilities. 

r. R. B. Homan, Jr., El] Paso: Dr. Cody, I would 
like to back up Dr. Heare of Jefferson. Take sec- 
tion 5B in which the limit of any doctor’s income 
from the Veterans Administration ig $6,000 and 
then turn back to section 4 in which it states specifi- 
cally that the veteran has the selection of the doc- 
tors. Suppose a man has possibly done a good deal 
of work for the Veterans Administration and at the 
end of several months has accumulated $6,000 in 
earnings from the Veterans Administration. A vet- 
eran comes along and says that this doctor is his 
doctor and he wants his services but the Adminis- 
trator for the Veterans Administration says, you 
cannot go to him because he is making too much 
money. How is that going to be handled if we 
have a man who has made $6,000 and a veteran still 
wants to go to see him? 

Dr. Cody: It is closely approaching the impossi- 
ble for any doctor in Texas to secure an annual in- 
come of $6,000 from the Veterans Administration 
unless that practice is channeled through his office 
for personal and political reasons by either the re- 
gional office or the branch office at Dallas. There 
just isn’t that much practice. In the event that some 
unusual situation arose under good faith the Chief 
Medical Director of the Veterans Administration in 
Washington, I have no doubt, would authorize such 
treatment. 


Dr. Cody said he would answer 
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Dr. L. C. Powell, Jefferson: I would like to ask 
Dr. Cody how is the Veterans Administration go- 
ing to channel veterans to any one particular doctor 


if the veteran himself has free choice of the physi- 
cians. 


Dr. Cody: They did at Pittsburgh and I have 
understood that it was done in Dallas. That last is 
a rumor; it has not been confirmed. It was an x-ray 
man at Pittsburgh and he chiseled there to the tune 
of $14,000 to $16,000 according to what Dr. Hard- 
~*~ ae me. 


. C. C. Nash, Dallas: I think most of you know 
me a most of you know that I have been a special- 
ist for a long time. In Dallas we are concerned 
with about three or four hospitals and I wondered 
about this free choice of physicians, which is one 
of the bases of our medical ethics. I belong to the 
American Board of Psychiatry and Neurology and I 
am a certified neurologist by them, and finally I 
was appointed on the veterans staff in Dallas. I 
hate to talk personalities, but that is the only way 
I can explain it. After having my fingers printed 
and going through a lot of red tape I was then 
notified that I was fired; they had changed the 
thing. In a short time I was notified again that I 
was on the staff at the Lisbon Hospital, and the 
whole process had to be repeated. Two or three 
patients of mine have gone down there and asked 
for me to operate on them, but they have been re- 
fused that privilege. And also in this notice to 
me, there is nothing said about $6,000 a year; 
the notice from Lisbon says not over $3,000 a year 
and not over $250 in any one month. I don’t know 
whether in your contract here it says anything 
about $500 a month or what, but in this it dis- 
tinctly says not more than $250 a month, and cer- 
tainly those two or three patients have called for 
me and have wanted me and have been denied my 
service at least—I don’t know who else. 


And another thing about whether or not it is 
right to have a young fellow on the attending staff 
at these fee hospitals who draws only $25 a visit 
regardless of what he does, whether he operates or 
not. I know quite a number of them that have been 
doing that. Of course that appointment comes 
through the medical colleges. Now there is some- 
thing that I don’t think is exactly fair. 

The fee schedule, I think, on neurosurgery is fair 
and equitable. I have no objection to that as stated 
in this contract. I merely wanted to tell you these 
few things. 

Dr. Truman G. Blocker, Galveston: I think Dr. 
Nash has the wrong idea about the situation. The 
Veterans Hospital, the hospital itself, does not have 
to give the patient free choice of physicians. That is 
a governmental hospital and if a patient comes in 
for an operation, he has to be operated on by the 
chief surgeon, or anyone designated by the chief sur- 
geon. There are several people who have been ap- 
pointed by the branch office as branch consultants. 
I happen to be one of those in plastic surgery. There 
are other local, regional, or even hospital consultants 
that have been appointed by the Veterans Adminis- 
tration working for $25 or $50 a day whenever they 
are called upon. But those men have to be called 
upon, Dr. Nash, by the surgeon in charge of that 
hospital. My income last year was about $250 from 
the Veterans Administration at $50 a day, so you 
see it isn’t used very much, but that hospital does 
not concern this group at all because that is run 
by the Veterans Administration. The patients that 
this agreement concerns, as I understand, are pa- 
tients out of the Veterans Administration hospitals 
and have their free choice of physicians. Now the 
$6,000, I am sure, will be far in excess of what most 
of us ‘will have as free choice coming to us out of 
this agreement. 
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Dr. J. M. Travis, Jacksonville: I have been a 
member of this House of Delegates a long, long time 
and always have been rated just as an ordinary 
country practitioner. I am proud to say that I stand 
now with the class of my coworker, Dr. Nash. I am 
a specialist. Recently the House of Delegates has 
recommended and made us general practitioners 
specialists. (Laughter.) Therefore, I feel qualified 
to speak on this very important subject. I feel like 
this $6,000 a year is a bug-a-bear. It takes a special- 
ist to get $6,000 out of the government. (Laughter.) 
And I don’t have any fear of getting $6,000 or even 
$600. However, I believe this thing was studied out 
by the men who wrote it and I believe it is a protec- 
tion to the medical profession, especially in these 
large centers, where such a thing as Dr. Cody says 
could be chiseled or could be directed to one certain 
man. There has been some criticism in some of the 
northern states and also some in Texas, and I be- 
lieve it is a protection. I doubt myself if it will 
affect a single man and there is a provision made in 
this whereby if a man has had those things, he 
can be excepted by making an application. 

Dr. Joe B. Nichols. Atlanta: I feel that Dr. Cody 
is wondering why I seconded that motion. That is 
why I am here, to explain to Dr. Cody and the 
rest of you gentlemen why I seconded the motion 
to throw out section 5B. If any of the rest of 
you want to make a motion to throw out any part 
of it, I will second that, too. I am utterly, com- 
pletely, absolutely opposed to all of it. 

I am just a country practitioner and I will never 
make $6,000 out of the government. I don’t want to 
make $6,000 out of the government. I don’t want a 
dime out of it. You have already passed the Hill-Bur- 
ton Bill that is a part of a crossword puzzle. This 
agreement is another part of a crossword puzzle. If 
you can’t see the Wagner-Murray-Dingell Bill behind 
all of it, you are blind. (Applause.) I can see it. 
This thing is socialized medicine. I don’t care what 
you call it; that is what it is and that is why I am 
opposed to it. pai 

Dr. R. B. Homan, Jr., El] Paso: I have been in- 
structed by my county society to oppose any agree- 
ment with the Veterans Administration or any other 
organization by the State Medical Association. I 
don’t know why we have to have this agreement. 
Veterans of Texas, so far as I know, are being 
cared for very well by the private practitioners. I 
know I am_ doing some of that work. That is a 
matter between me and the Veterans Administra- 
tion. I do not and have not seen from the very be- 
ginning any reason for the State Association, 
through its Council on Medical Economics or through 
its central office or through its Board of Trus- 
tees or through the House of Delegates, committing 
the doctors of the state to any agreement whether it 
be an earning of $6,000 a year, $500 a month, or 50 
cents either way. I believe that the Veterans Ad- 
ministration can come to you and can come to me 
as it has and get the service it needs without the 
State Medical Association making any such agree- 
ment as we have before us. I also believe that you 
and I have in the past and will in the future serve 
insurance companies, indemnity companies, the Blue 
Cross, and so forth, without the State Medical As- 
sociation entering into any agreement with those 
various organizations. I am opposed to this agree- 
ment as it has been or as it can be rewritten. I think 
that your business is your business, and my business 
is my business, and the Veterans Administration 
has their business, and we can get together without 
all of this ruckus. I am also opposed to this thing be- 
cause I feel that when we stand up here and list 
what we will do our work for and send it back to 
Washington for the Veterans Administration, which 
is just as much a part of the government as the 
Congress of the United States, then Mr. Murray and 
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Mr. Wagner and the peoples of the socialist incline 
can get a hold of this, and see here in paragraph 
5B that we are agreeing that no doctor should make 
more than $6,000 a year. I think we will hear from 
it further from those boys. 

Now, I may be just as mistaken as anybody ever 
was but I do not see, and I have never had it ex- 
plained to me by any member of the Council on 
Medical Economics or by Dr. Cody, why it is neces- 
sary to have this agreement. In the letter which 
I received, and which you received, the statement 
was made that it is of the utmost importance that 
this agreement be reached between the State Medi- 
cal Association of Texas and the Veterans Admin- 
istration. I think it is of the utmost importance 
that the veterans be cared for. I think it is of the 
utmost importance that the doctors cooperate with 
the Veterans Administration in the care of the 
veterans. But I do not see that it is necessary for 
this House of Delegates or this State Association to 
make any agreement or contract, whatever you want 
to call it, to render these services under any stipu- 
lations other than what you want to do it for. 


Dr. R. H. Bell, Anderson-Houston-Leon: I think 
that any one who has had dealings with offices like 
the Veterans Administration knows that perhaps 
80 per cent, let us say, of the choice of the physician 
lies with the man who writes the application out for 
the veteran who comes in. Therefore, I feel, as Dr. 
Cody said, that the thing is a protection for the doc- 
tors and not the other way around. Now, personally 
I am a veteran. I don’t care about doing any of 
this work. I do a lot of it. I don’t expect to do 
$6,000 or $60 even a year, perhaps, of the stuff. 
I am discussing it simply from a matter of observa- 
tion in our town, which is Palestine. I think the vet- 
erans, and I say I am one of them, are simply chis- 
eling the government. 


President Pickett: 


Are you ready for the ques- 
tion? All in favor of deleting section 5B from this 
preamble let it be known by saying “aye”; contrary 
“no.” There is a question here. All in favor of this 
motion stand and be counted. 

Acting Secretary Williams: 


President Pickett: All that are opposed, will you 


The count is 15. 


stand, please? The motion is lost. 
John Burleson. 


The following resolution was then read by Dr. 
J. H. Burleson, Bexar: 


RESOLUTION Not To ACCEPT AGREEMENT 


Whereas, it has been the policy of the State Medi- 
cal Association of Texas to make no agreement with 
either the government or its agencies, or with pri- 
vate corporations, or individuals involving fees for 
services, and 

Whereas, the practice has been condemned by the 
Executive Council and sustained by the House of 
Delegates, and 

Whereas, the State Medical Association of Texas 
and its individual members have at all times been 
ready and willing to offer their services to their 
country in time of war or peace, and are still ready 
to do so, but do not feel that the interest of the peo- 
ple will be any better served by entering into a con- 
ee with the government or any of its agencies, 
an 

Whereas, the threat of government medicine is still 
a menace to both the medical profession and the 
people of America, and 

Whereas, hospitalization plays an important part 
in the health of our people and necessarily goes 
hand in hand with the well-being of both the people 
and the physicians of this state; therefore be it 

Resolved, that this House of Delegates feels that 
the best interest of the medical profession and the 
sick of the state of Texas will be best served by not 


I recognize Dr. 
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entering into an agreement with the Veterans Ad- 
ministration, and be it further 

Resolved, that this House of Delegates continue its 
encouragement of hospitalization through both pri- 
vate enterprise and nonprofit prepaid plans, and be 
it further 

Resolved, that the Texas Hospital Association be 
requested to continue to work in close harmony with 
the State Medical Association of Texas in order that 
we may give the people of Texas the best medical 
care at a minimum expense, and that both of our 
organizations resent any interference on the part 
of any governmental agency which will interfere 
with the right of any individual to select his own 
physician, or which would have a tendency to de- 
stroy the private relationship between physician 
and patient, and be it further 

Resolved, that the fee schedule set forth and sub- 
mitted to us for adoption is a fair and just schedule 
and that any individual physician, or group of ethi- 
cal physicians be free to serve any and all veterans 
under its provisions as they may desire, and be it 
further 

Resolved, that a list of members in good stand- 
ing in the State Medical Association of Texas be 
made available to the officers of the Veterans Ad- 
ministration concerned, on their request, and a copy 
of this resolution be furnished the Veterans Admin- 
istration, and be it further 

Resolved that the Council on Medical Economics be 
and is hereby congratulated by this House of Dele- 
gates on an arduous work well done in preparing a 
schedule of fees that is fair to both physicians and 
the Veterans Administration. 
I submit it to you. 


President Pickett: You make that as a motion? 

Dr. Burleson: I make that as a motion. 

President Pickett: Dr. Burleson submits a motion 
that in substance is this, that this House of Dele- 
gates not accept this fee schedule. He commends 
the council for its work and states the schedule is 
fair and so forth, but in substance this is a motion 
that we do not accept this fee schedule. Am I right, 
Dr. Burleson? 

Dr. Burleson: Yes, sir, it is the agreement. 

ne Pickett: The agreement, not the sched- 
ule. 

Dr. Burleson: The schedule, I think, is all right. 


President Pickett: That we do not accept this 
agreement. Do I hear a second to that motion? 

Dr. E. A. Rowley, Amarillo: I second that motion. 

Dr. Joe B. Nichols, Atlanta: I second it, too. 

President Pickett: Is there any discussion of this? 

Dr. Merton M. Minter, San Antonio: There is 
one thing I would like to know about. I know Dr. 
Cody and these gentlemen have put in a tremendous 
amount of work and very good work. I would like 
to ask Dr. Bearden of Dallas to explain why the 
Veterans Administration would consider such an 
agreement necessary. Is there any reason for such 
an agreement? I don’t know myself. 

Dr. R. B. Homan, Jr., El] Paso: I asked that ques- 
tion a while ago. I have never known why we 
needed such an agreement. 

Dr. Burleson: The purpose of this resolution is 
this: I think this council is to be commended. They 
have done an enormous and a stupendous amount of 
work. I am for that, I am for the schedule as it is, 
but I want to put it back to the local component 
county society. In El Paso they might have a state 
of facts that we do not have in San Antonio or any 
other place. I think we should accept the schedule 


presented by this Council on Medical Economics, 
but I cannot see any reason why we should go into 
a contract with the Veterans Administration or any- 
As a matter of fact, I don’t think we 


body else. 
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have the right to do it. 


I don’t think the State 
Medical Association can make a contract. 


President Pickett: It cannot. 

Dr. E. A. Rowley, Amarillo: I believe one of the 
attorneys for the State Medical Association is pres- 
ent and I would like to ask Mr. Phil Overton if the 
State Medical Association, or any of its officers, has 
the authority to enter into an agreement or contract 
for the services of any member of the State Medical 
Association. 

Mr. Philip R. Overton, Austin: The State Medi- 
cal Association in my opinion would not have the 
right to enter into an agreement binding on its in- 
dividual members as such. They could enter into a 
contract to act as an agency, but not binding their 
independent members. 

Dr. A. C. Scott, Bell: 
Mr. Overton? 
into a contract? 

Mr. Overton: If it is signed. 

Dr. Scott: Are we entering into a contract as an 
agent, or are we entering into a contract binding the 
individual members as it is written? 

Mr. Overton: As it is written it simply says that 
it is a contract between the State Medical Associa- 
tion of Texas and the Veterans Administration. It 
will be executed by an officer of the corporation, 
which is the State Medical Association. 

Dr. Scott: And according to your interpretation a 
minute ago the State Medical Association has auth- 
ority then to enter that kind of contract? 


May I ask a question of 
In this agreement are we entering 


Mr. Overton: Yes, sir, in my opinion they would 
have. 
Dr. Scott: In which they act as an agent? 


Mr. Overton: Yes, sir. 


President Pickett: Dr. 
Dr. Minter’s question: 
tion, Dr. Minter? 

Dr. Merton M. Minter, San Antonio: My question 
was this, I would like to have some explanation from 
the Veterans Administration of why there should be 
an agreement made. 

Dr. Fred Bearden, Dallas: I think I better start 
back to the fact that budget legal elements that 
govern payment of funds out of the United States 
Treasury require an agreement—or, we will say, 

“contract.” There must be, before funds can be 
paid out, an agreement on how those payments are 
to be made. This fee is much larger in many in- 
stances than we will be able to pay you otherwise. 

Dr. Minter: That still does not answer my ques- 
tion. I don’t understand why an agreement is neces- 
sary. 

Dr. R. B. Homan, Jr., El Paso: Let’s put it this 
way: Instead of agreement between the State Medi- 
eal Association and the Veterans Administration, 
why couldn’t it be done between the Veterans Ad- 
ministration and the individual doctors? While you 
are answering, will you tell us how many states 
have accepted such a contract? 


Dr. Bearden: As of last October thirty-seven 
states had accepted contracts of a nature similar to 
this. I don’t know how to answer that question, ex- 
cept to say that a contract is of necessity an instru- 
ment on which the Veterans Administration can act 
and make obligations that we can pay against the 
regulations laid down by the Treasury Department 
of the United States. 


Dr. J. H. Burleson, Bexar: I would like to ask a 
question. Say, for instance, we accept this agree- 
ment, the Veterans Administration and the individ- 
ual doctor get into an argument over a fee and 
cannot agree, who settles it? You or Washington? 

Dr. Bearden: There is to be no disagreement on 
any fee as it is in that contract or fee schedule in 
the event the society accepts that schedule as it is. 


Bearden, will you answer 
Will you restate that ques- 
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Dr. Troy A. Shafer, Cameron-Willacy: As a con- 
tinuation of the discussion of an answer that Dr. 
Bearden gave, less than ten days ago I received 
from the San Antonio office of the Veterans Ad- 
ministration a fee schedule with a letter attached 
informing me that that was the maximum amount 
that they could pay for services rendered to any vet- 
eran when so authorized, that is, when the services 
had been authorized. It seems to me that there is 
no need for a contract or an agreement between 
the House of Delegates of the State Medical Asso- 
ciation and the Veterans Administration when they 
have already told us as individuals, or me as an in- 
dividual, what they can pay and what they will 
pay, and beyond which they cannot go. I think we 
are wasting a lot of time with dissension. I can see 
no’ point in accepting this thing even by county 
societies. 


I came here as an uninstructed delegate. My so- 
ciety never instructs its delegates. The things I say 
here are personal opinions, colored, of course, by dis- 
cussions with men in the society. Those men that I 
discussed this fee schedule with are agreed that it 
is a very fair schedule of fees. They like it. They 
do not like entering contracts with any governmental 
agency. They do not like the fact that there is a 
necessity for going through the formality and the 
red tape of being first authorized by a regional 
office in another city to treat a man. They do not 
like the fact that the decision of whether or not an 
emergency treatment rendered without authoriza- 
tion is an emergency in the eyes of men 250 miles 
away who did not see the patient and did not know 
the circumstances that governed that individual 
case. They do not like to fool with that sort of a 
thing, and I don’t think it should be necessary. 
After all, we are men of intelligence as a general 
thing and we are men of honesty as a general thing. 
There are going to be a few rotten apples in any 


barrel and there are going to be a few disagree- 
ments in any service rendered to fourteen million 
people in this country. There are some things that 


no set of rules can cover. I think if we make less 
agreements and use more common sense in these 
things, we will all be a lot better off. (Applause.) 

Acting Secretary Williams: A question has arisen 
about a statement in the letter which all of you re- 
ceived addressed to the Presidents and Secretaries 
and the members of the House of Delegates. Since 
this went out over my signature I want to make an 
explanation and somewhat of an apology for the 
wording in one statement which was not intended to 
be given as it was given to you. The statement is 
this, “The adoption of an agreement and fee sched- 
ule is a matter of tremendous importance to the 
medicai profession in Texas. You are urged to give 
it your careful consideration at the earliest possible 
moment.” That should have been, “The decision as 
to whether or not we should adopt an agreement 
and fee schedule is a matter of tremendous impor- 
tance,” and it was not our intention to leave the 
impression that we should adopt this schedule. The 
idea was that we were bringing this before the 
- House of Delegates and it is the responsibility of 
the House of Delegates to decide whether we should 
or should not have it. That is of great importance 
because it hung fire for a long time. We were not 
trying to tell you that it should be passed and I 
wanted each one of you to understand that the word- 
ing of this was not intended the way it stated. 

Dr. Troy A. Shafer, Cameron-Willacy: The letter 
I referred to—I received this letter also from Dr. 
Williams—did not come from the State Medical 
Association; it came from the regional office of the 
Veterans Administration in San Antonio. 

Dr. R. B. Homan, Jr., El Paso: I referred to that 
letter. I will take the blame. 
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Dr. D. R. Knapp, Kerr-Kendall-Gillespie-Bandera: 
Personally, I have been rather against an agree- 
ment, but I would like to get the facts. Since Dr. 
Cody has done most of this work, I would like to 
have him also express his reason for it. 


Dr. C. C. Cody, Houston: The Veterans Adminis- 
tration is under the laws of Congress. They are 
not free agents. They have to regulate and ad- 
minister the Veterans Administration by the laws 
of Congress. According to the laws of Congress 
and according to the Veterans Administration the 
office that you are working under here is fixed. 
The Veterans Administration, their regional office, 
and their branch office, refer to that fee schedule 
as the yellow slip because it is printed on a yellow 
slip. The fees that you are working under, so far 
as work for the Veterans Administration is con- 
cerned, are on that yellow slip. If you would com- 
pare the fees in this schedule with the fees that 
you are now working under, you would see that there 
is from 50 to 100 per cent increase in this schedule 
over the yellow slip. The Veterans Administration 
cannot pay you these fees that are here except by 
an agreement with the State Medical Association. 
The State Medical Association is not making an 
agreement on your fees. If you do not wish to 
work under the terms of this agreement here, you 
simply notify the central office of the State Medi- 
cal Association declining to work and that ends it. 
If you wish to work under this fee schedule cited 
here, you work under the fees cited and send your 
bills to the branch office, Dr. Bearden’s office, and 
that is the end of it. I cannot see any reason in 
the world why my fellow members should work un- 
der a fee schedule on this yellow slip and continue 
to work under that and then refuse to work under a 
fee schedule under practically identically the same 
practical conditions, but that increases his fee from 
50 to 100 per cent for the same work. 

Also, if I may be allowed to interject this in 
here, I am tired of hearing talk about the doctor 
who works in small country towns over Texas re- 
ceiving a lower fee for the services that he ren- 
ders than the doctor does in Houston, Dallas, San 
Antonio, Waco, or Austin, that is, when he renders 
exactly the same work to exactly the same economic 
group. If doctors over this state are rendering the 
same work for the same economic group, it doesn’t 
make any difference whether they are working in 
Muleshoe, to my mind, or whether they are working 
in Houston; they should receive the same. 


I would like to answer one question that has not 
been asked. (Laughter.) The difference between 
this fee schedule here and the New Jersey fee sched- 
ule is that the New Jersey fee schedule includes the 
cost of administration. This does not. If you count 
out the actual fee as I have done, column by column 
and item by item, this fee schedule is better than 
New Jersey. (Laughter and applause.) 


Dr. D. R. Knapp, Kerr-Kendall-Gillespie-Bandera: 
I was personally against this, but my society in- 
structed me to come up here and be for it. There is 
one thought and only one thought occurs to us that 
might be in favor of this: If we as an entire so- 
ciety stuck together in an action we can accept 
it now and refuse a change later, or if the price 
of living goes up to where this is inadequate, we can 
refuse to continue to work and government or so- 
cialized medicine can never take us over as long 
as we work as a unit. 


President Pickett: Are you all ready for the 
question? The question is this in substance, a reso- 
lution by Dr. Burleson from San Antonio, that we 
do not accept this agreement. We commend the fee 
schedule and the committee and all, but we do not 
accept the agreement. All in favor of the resolu- 
tion let it be known by saying “aye”; opposed “no.” 
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We have a division here. All in favor of not accept- 
ing this agreement, will you please stand and be 
counted? 

Acting Secretary 
President. 

President Pickett: All who oppose this resolu- 
tion, will you please stand and remain standing un- 
til you are counted? 

Acting Secretary Williams: I count 33 votes. 

President Pickett: The motion is carried. 

Dr. E. H. Caldwell, Smith: May I ask a roll call 
vote? 

President Pickett: That is always in order. 
the roll, Mr. Secretary. 

The roll was then called and the votes recorded. 

President Pickett: The result is 41 votes for Dr. 
Burleson’s resolution and 35 against. Therefore, the 
resolution that we do not accept this agreement is 
carried. That should end this discussion. Is there 
anything else to come before us at this time. 

President-Elect Tate Miller, Dallas: I think it 
should be in order that the Veterans Administration 
be sent word that we are willing to cooperate with- 
out a contract or agreement of the society on the 
basis of these figures that have been brought up 
and agreed to by us and them. 

Dr. J. H. Burleson, Bexar: Do you make that as 
a motion? I want to second it. 

Dr. Cary Poindexter, Crystal City: Does that mo- 
tion include to have plenty of copies distributed to 
us out in the forks of the creek? 

President-Elect Miller: I would like for my motion 
to include that each physician be supplied with this 
list of prices and the itemized purposes for which 
the services are given. 

Dr. James H. Wooten, Colorado-Fayette: I second 
the motion: 

Dr. D. R. Knapp, Kerr-Kendall-Gillespie-Bandera: 
I want to call attention to the fact that that would 
make a lot of unhappiness since Dr. Bearden states 
that the Veterans Administration cannot pay these 
prices under the circumstances of turning down the 
contract so that the men are going to get the 
smaller prices. 

President Pickett: Since the House of Delegates 
rejected this agreement, this fee schedule is de- 
stroyed as far as its being used by the Veterans 
Adminisration. We will be under the same fee 
schedule that we were under. Therefore I can 
see no point in publishing this fee schedule or hav- 
ing further to do with it so far as that is concerned 
because it would be misleading and create confusion. 
If I am wrong I am willing to be corrected. I will 
ask Dr. Bearden if I am right. 

Dr. Fred Bearden, Dallas: Without an agree- 
ment we are unable to accept the prices and make 
payments as they are listed in this contract. 

Dr. David W. Carter, Jr., Dallas: May I ask why 
it is impossible for the Veterans Administration to 
pay these fees without an agreement when they 
can pay lesser fees on the so-called yellow slip? 
Why is it they can pay those and not pay these with- 
out an agreement? 

Dr. Bearden: I think Dr. Cody stated that we are 
working under a law of the Congress and the Comp- 
troller General of the United States has laid down 
a fee schedule that they now pay you under and 
have been paying you under. We cannot exceed that 
except in a very few exceptional circumstances. Let 
me say for the Veterans Administration we regret 
very much that you have turned this down. We 
want to pay you more money than you have been 
getting for your work. 

Dr. Victor C. Tucker, Bexar: I have here a letter 
dated December 23, 1947. I don’t know whether this 
was issued prematurely or not, but this schedule 
was sent to a local doctor as their fee schedule and 


Williams: I count 38, Mr. 


Call 
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it is identical with this fee schedule. It isn’t a yel- 
low slip but it is so dated. 


President Pickett: I have the same thing in my 
office. 


President-Elect Miller, Dallas: Since there is no 
point to it I withdraw my motion. 

Président Pickett: I am asking for a motion to 
arise from the committee as a whole. 

Dr. R. B. Homan, Jr., El Paso: I so move. 


Dr. Ralph H. Homan, El Paso: I second the mo- 
tion. 


The motion was then put and carried. 


Upon motion the meeting of the House was then 
adjourned. 
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Milwaukee, Secretary. 


American Academy of Dermatology and Syphilology. Dr. Clyde 
Cummer, Cleveland, President; Dr. Earl D. Osborne, 471 
Delaware Ave., Buffalo, N. Y., Secretary. 
American Academy of General Practice. Dr. 
Akron, Ohio, President; Dr. Mac F. Cahal, 
Drive, Chicago 6, Acting Executive Secretary. 


American Academy of Neurological Surgery. Dr. William S. 
Keith, Toronto, Canada, President; Dr. T. C. Erickson, 1300 
University Ave., Madison 5, Wis., Secretary. 


American Academy of Ophthalmology and Otolaryngology, Chi- 
cago, October 12-17, 1948. Dr. C. H. McCaskey, Indianapolis, 
President ; Dr. W. L. Benedict, Mayo Clinic, Rochester, Minn., 
Secretary. 


American Academy of Pediatrics. Dr. John A. Toomey, Cleve- 


land, President; Dr. C. G. Grulee, 636 Church St., Evanston, 
Ill., Secretary. 


American Association for Thoracic Surgery, Quebec, 1948. Dr. 
Alton Ochsner, New Orleans, President; Dr. Brian Blades, 
George Washington University School of Medicine, Washing- 
ton, D. C., Secretary. 


American Association of Genito-Urinary Surgeons, Skytop, Pa., 
May 12-14, 1948. Dr. C. E. Burford, St. Louis, President; 


Dr. Norris J. Heckel, 122 S. Michigan Ave., Chicago, Secre- 
tary. 


American Association of Obstetricians, Gynecologists, and Ab- 
dominal Surgeons, Hot Springs, Va., September 9-11, 1948. 
Dr. Robert D. Mussey, Rochester, Minn., President; Dr. L. A. 
Calkins, University of Kansas Medical Center, Kansas City, 3, 
Secretary. 


American College of Physicians, San Francisco, April 19-23, 


1948. Dr. Hugh J. Morgan, Nashville, Tenn., President; Mr. 
E. R. Loveland, 4200 Pine St., Philadelphia 4, Secretary. 


American College of Radiology, Chicago, June 19-20, 1948. Dr. 
Edwin C. Ernst, St. Louis, President; Dr. Mac F. Cahal, 20 
N. Wacker Drive, Chicago 6, Secretary. 


American College of Surgeons. Dr. Irvin Abell, Louisville, Ky., 
President; Dr. Paul B. Magnuson, 40 E. Erie St., Chicago 11, 
Secretary. 


American Congress of Physical Medicine. Dr. H. Worley Ken- 


dall, Chicago, President; Dr. Richard Kovacs, 2 E. 88th St., 
New York 28, Secretary. 


American Dermatological Association, Coronado, Calif., April 
26-29, 1948. Dr. J. Gardner. Hopkins, New York, President; 
Dr. Harry R. Foerster, 208 E. Wisconsin Ave., Milwaukee, 
Secretary. 


American Gastro-Enterological Association, Atlantic City, April 


30-May 1, 1948. Dr. Henry Bockus, Philadelphia; Dr. 
Dwight L. Wilbur, 655 Sutter St., San Francisco, Secretary. 


American Gynecological Society. Dr. Edmund A. Schumann, 
Philadelphia, President; Dr. Howard Taylor, Jr., 842 Park 
Ave., New York 21, Secretary. 


American Hospital Association, Atlantic City, September 20-23, 
1948. Mr. Graham L. Davis, Battle Creek, Mich., President; 


Mr. George P. Bugbee, 18 E. Division St., Chicago, Executive 
Secretary. 


American Laryngological, Rhinological and Otological Society, 
Atlantic City, April 7-9, 1948. Dr. Lyman G. Richards, Brook- 
line, Mass., President; Dr. C. S. Nash, 277 Alexander St., 
Rochester 7, N. Y., Secretary. 

American Neurological Association. Dr. George Wilson, Philadel- 
phia, President; Dr. H. Houston Merritt, Montefiore Hospital, 

New York 67, Secretary. 


Paul A. Davis, 
20 N. Wacker 
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American Ophthalmological Society, Hot Springs, Va., May 
16-19, 1948. Dr. Henry C. Haden, Houston, President; Dr. 
W. S. Atkinson, 129 Clinton St., Watertown, N. Y., Secretary. 


American Orthopedic Association. Dr. Robert I. Harris, Toronto, 


Canada, President; Dr. C. Leslie Mitchell, Henry Ford Hos- 
pital, Detroit 2, Secretary. 


American Otological Society. Dr. B. J. McMahon, St. Louis, 
President; Dr. Gordon D. Hoople, 713 E. Genesee St., Syra- 
cuse 3, N. Y., Secretary. 


American Pediatric Society. Dr. Grover F. Powers, 
Haven, Conn., President; Dr. Henry G. Poncher, 
Polk St., Chicago 12, Secretary. 


American Proctologic Society, Chicago, June, 1948. Dr. George 
H. Thiele, Kansas City, Mo., President; Dr. Vernon G. Jeurink, 
1612 Tremont Pl., Denver 2, Secretary. 


American Psychiatric Association, Portland, Ore., May 9-14, 
1948. Dr. Winfred Overholser, Washington, D. C., President; 
Dr. Leo H. Bartemeier, General Motors Bldg., Detroit, Secre- 
tary. 

American Public Health Association. 
New York, President; Dr. 
New York 19, Secretary. 


American Roentgen Ray Society, Chicago, September 14-18, 1948. 
Dr. J. B. Edwards, St. Louis, President; Dr. H. Dabney Kerr, 
University Hospital, Iowa City, Secretary. 

American Society of Anesthesiologists. Dr. Edward B. Tuohy, 


Rochester, Minn., President ; Dr. Curtiss B. Hickcox, 745 Fifth 
Ave., New York 22, Secretary. 


American Society of Clinical Pathologists. Dr. Theodore J. Cur- 
phey, Hempstead, N. Y., President; Dr. A. S. Giordano, 531 N. 
Main St., South Berfd, Ind., Secretary. 


American Surgical Association. Dr. Elliott C. Cutler, Boston, 


President; Dr. W. M. Firor, Johns Hopkins Hospital, Bal- 
timore 5, Secretary. 


New 
1819 W. 


Dr. Harry S. Mustard, 
R. M. Atwater, 1790 Broadway, 


American Urological Association, Boston, May 17-20, 1948. Dr. 
Charles McMartin, Omaha, Neb., President; Dr. T. D. Moore, 
899 Madison Ave., Memphis 3, Tenn., Secretary. 


Association of American Physicians, Chicago, June 18-19, 
1948. Dr. A. H. Gordon, Montreal, President; Dr. H. M 
Thomas, Jr., 1201 N. Calvert St., Baltimore 2, Secretary. 


Central Neuropsychiatric Association, Kansas City, Fall, 1948. 
Dr. William C. Menninger, Topeka, Kan., President; Dr. Lee 
Eaton, Mayo Clinic, Rochester, Minn., Secretary. 


International College of Surgeons, U. S. Chapter. Dr. Herbert 
Acuff, Knoxville, Tenn., President; Dr. Louis J. Gariepy, 16401 
Grand River Ave., Detroit 27, Secretary. 

National Tuberculosis Association. 
side, N. Y., President; Dr. H. 
way, New York 19, Secretary. 


Radiological Society of North America. Dr. Frederick W. 
Brien, Boston, President; Dr. D. S. Childs, Medical Arts 
Bldg., Syracuse 2, N. Y., Secretary. 
Southern Medical Association. Dr. A. 
President; C. P. Loranz, 
Ala., Secretary-Manager. 


Southern Psychiatric Association. Dr. Guy F. Witt, Dallas, Presi- 


dent; Dr. Newdigate M. Owensby, 384 Peachtree St. N. E., 
Atlanta, Ga., Secretary. 


Southern Surgical Association. Dr. Frank S. Johns, Richmond, 
Va., President; Dr. Alfred Blalock, Johns Hopkins Hospital, 
Baltimore 5, Secretary. 

Southwest Allergy Forum, Oklahoma City, Okla., April 5-6, 1948. 
Dr. Herbert J. Rinkel, Kansas City, Mo., President; Dr. 


Fannie Lou Leney, 1200 N. Walker, Oklahoma City, Okla., 
Secretary. 


Southwest Medical Association, E] Paso, November, 1948. Dr. J. 
M. Greer, Phoenix, Ariz., President; Dr. Wickliffe R. Curtis, 
First National Bank Building, El Paso, Secretary. 


Southwest Regional Cancer Conference, Fort Worth, October 12, 
1948. Secretary, 209 Medical Arts Bldg., Fort Worth. 


United States-Mexico Border Public Health Association, Laredo, 
Texas, and Nuevo Laredo, Mexico, March 20-22, 1948. Dr. 
James R. Scott, Santa Fe, N. Mex., President; Dr. M. F. 
Haralson, 314 U. S. Court House, El Paso, Secretary. 


STATE 


Texas Association of Medical Anesthetists, Houston, April 26-29, 
1948. Dr. Robert A. Miller, San Antonio, President; Dr. Har- 
vey C. Slocum, 928 Strand, Galveston, Secretary. 


Texas Association of Obstetricians and Gynecologists, Houston, 


October, 1948. Dr. Warren E. Massey, Dallas, President; Dr. 
George Adam, 4115 Fannin, Houston, Secretary. 


Texas Chapter, American College of Chest Physicians, Houston, 
April 26-29, 1948. Dr. H. Frank Carman, Dallas, President ; 
Dr. Charles J. Koerth, Kerrville, Secretary. 


Texas Club of Internists. Dr. N. D. Buie, Marlin, President; 
Dr. Victor E. Schulze, San Angelo, Secretary. 


Texas Hospital Association, Dallas, March 4-6, 1948. Mr. Thomas 
H. Head, San Angelo, President; Mrs. Ruth Barnhart, 2210 
Main St., Dallas, Secretary. 

Texas Neuropsychiatric Association, Dr. A. Hauser, Houston, 


President; Dr. David Wade, 604 Capital National Bank Bldg., 
Austin, Secretary. 


Dr. James R. Reuling, Bay- 
Stuart Willis, 1790 Broad- 


LeDoux, New Orleans, 
Empire Building, Birmingham, 
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Texas Orthopedic Society, Houston, April 26-29, 1948. Dr. Walter 
Stuck, San Antonio, President; Dr. Ruth Jackson, 3629 
Fairmount St., Dallas, Secretary. 


Texas Pediatric Society. Dr. C. B. Alexander, San Antonio, 
President; Dr. John E. Ashby, 3610 Fairmount, Dallas, Sec- 
retary. 

Texas Public Health Association, Houston, February 22-25, 1948. 
Dr. S. W. Bohls, San Antonio, President; Mr. Earle W. Sud- 
derth, Dallas County Health Department, Court House, Dallas, 
Secretary. 

Texas Radiological Society, Fort Worth, January 7-8, 
Dr. L. M. Garrett, Corpus Christi, President; Dr. 
O’Bannon, 650 Fifth Ave., Fort Worth, Secretary. 


Texas Railway and Traumatic Surgical Association, Houston, 
April 26-29, 1948. Dr. Linwood H. Denman, Lufkin, President ; 


Dr. Ross Trigg, First National Bank Bldg., Fort Worth, 
Secretary. 


Texas Society for Mental Hygiene, El] Paso, March 11-13, 1948. 
Dr. Ozro T. Woods, Dallas, President; Mrs. Elizabeth F. Gard- 
ner, 1617 Watchhill Road, Austin 21, Executive Secretary. 


Texas Society of Gastroenterologists and Proctologists, Houston, 
April 26-29, 1948. Dr. George Underwood, Dallas, President; 


Dr. Carl Giesecke, 1602 Nix Professional Bldg., San Antonio, 
Secretary. 


Texas Society of Ophthalmology and Otolaryngology, Fort 


Worth, 1948. Dr. S. N. Key, Sr., Austin, President; Dr. 


John L. Matthews, 929 Nix Professional Bldg., San Antonio, 
Secretary. 


Texas 
WwW 


1949. 
x. P. 


Society of Pathologists, Dallas, January 30, 1949. Dr. 
W. Coulter, Sr., Houston, President; Dr. C. T. Ashworth, 
Southwestern Medical College, Dallas, Secretary. 


Texas State Heart Association, Houston, April 26-29, 1948 
Dr. DeWitt Neighbors, Fort Worth, President; Dr. Merritt B. 
Whitten, 1421 Medical Arts Bldg., Dallas, Secretary. 


Texas State Urological Society, Dallas, February 2, 1948. Dr. J« 
Alexander, Dallas, President; Dr. Hub Isaacks, Medica 
Arts Bldg.. Fort Worth, Secretarv. 
Texas Surgical Society, San Antonio, April 5-6, 1948. Dr. G. W 
N. Eggers, Galveston, President; Dr. Truman G. Blocker 
University of Texas Medical Branch, Galveston, Secretary. 
Texas Tuberculosis Association, San Angelo, September, 1948. 
F. K. Dougharty, Liberty, President; Miss Pansy Nichols, 700 
Brazos, Austin, Executive Secretary. 
DISTRICT_ 


Second. Big Spring, District Society. Dr. R. B. G. Cowper, 
Big Spring, President; Dr. H. A. Briggs, Midland, Secretary. 


Third, Panhandle, District Medical Society, Amarillo, April 


13-14, 1948. Dr. C. E. High, Pampa, President; Dr. Kenneth 
Flamm, Amarillo, Secretary. 


Fourth District Society, Ballinger. Dr. J. C. Young, Coleman, 
President; Dr. Charles F. Bailey, Ballinger, Secretary. 


Fifth and Sixth Districts Society. Dr. Kleberg Eckhardt, Cor- 
pus Christi, President; Dr. Charles Tennison, Nix Professional 
Building, San Antonio, Secretary. 


Seventh, Austin, District Society, Austin, February 19, 1948. 
Dr. M. I. Brown, Austin, President; Dr. David Wade, 604 
Capital National Bank Bldg., Austin, Secretary. 

Eighth, Ninth and Tenth Districts, South Texas, Society. Dr. T. 
O. Woolley, Orange, President; Dr. James Greenwood, Jr., 518 
Medical Arts Bldg., Houston 2, Secretary. 

Eleventh District Society, Palestine, March 11, 1948. Dr. Harvey 
Bell, Palestine, President ; Dr. C. B. Young, 929 S. Confederate, 
Tyler, Secretary. 

Twelfth, Central Texas District Society. Dr. W. Howard Wells, 
Waco, President; Dr. H. F. Connally, Jr., Amicable Bldg., 
Waco, Secretary. 

Thirteenth, Northwest, District Society. Dr. Fred Harrell, Ol- 


ney, President; Dr. S. W. Wilson, Medical Arts Bldg., Fort 
Worth, Secretary. 


Fourteenth, North Texas, District Society, Greenville. Dr. W. I. 


Southerland, Sherman, President; Dr. John Bagwell, Medical 
Arts Building, Dallas, Secretary. 


Fifteenth, Northeast, District Society, Daingerfield, Fall, 1948. 


Dr. W. S. Terry, Jefferson, President; Dr. James Harris, Mar- 
shall, Secretary. 


CLINICS 


Dallas Southern Clinical Society, Dallas, March 15-18, 1948. 
Miss Thelma J. Webb, Medical Arts Bldg., Dallas 1, Executive 
Secretary. 

Wichita County Fall Clinical Conference, Wichita Falls, October 


20, 1948. Dr. Charles H. Brown, Wichita Falls, Program 
Chairman. 


MENTAL HYGIENE SOCIETY TO MEET 


The Texas Society for Mental Hygiene has an- 
nounced a partial list of the outstanding speakers 
who will participate in its annual conference March 


11 and 12 in El Paso. Among the leaders will be 
Drs. Daniel Blaine, chief of the Neuropsychiatry Di- 
vision of the U. S. Public Health Service, Washing- 
ton; Robert Hewitt, professor of public health medi- 
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cine at Johns Hopkins University, Baltimore; Don 
Morris, associate professor of psychiatry, Southwest- 
ern Medical School, Dallas; Jack Ewalt and John 
Otto, University of Texas Medical Branch, Galveston; 
Ozro Woods, Dallas; Elizabeth Gentry, Maternal and 
Child Care Division of the State Health Department, 
Austin; and Samuel R. Moreno, neuropsychiatrist of 
Mexico, D. F. 


The Hilton Hotel has been designated as headquar- 
ters for the mental hygiene meeting. 


TEXAS SOCIETY OF OPHTHALMOLOGY 
AND OTOLARYNGOLOGY 


The Texas Society of Ophthalmology and Otolar- 
yngology met December 5-6 in Houston for the fol- 
lowing scientific program: 

December 5 
OTOLARYNCOLOGY SECTION 
Dr. J. M. Robison, Houston, presiding. 

Comments on Results of Treatment with Nasal Radium Appli- 
cator—Dr. E. King Gill, Corpus Christi. 

Radiation Therapy of Eustachian Tube—Dr. J. W. Eschenbrenner, 
Fort Worth. : 
Discussion of two preceding papers—Drs. A. N. Champion, San 

Antonio; Dudley Singleton, Dallas; L. E. Darrough, Dallas ; 
and H. M. Janse, Houston. , Piet 

Interesting Tumors of Nasopharynx—Dr. James B. Nail, Wichita 
Falls. 

Discussion—Dr. August Streit, Amarillo, and Dr. Dan A. Rus- 

sell, San Antonio. 

Benign Lesions of Vocal Cord—Dr. Herbert H. Harris, Houston. 
Discussion—Dr. C. C. Cody, Jr., Houston, and Dr. George Mc- 

Reynolds, Galveston. : 

Tonsillectomy and Poliomyelitis — Dr. Daniel S. Cunning, New 

York. 
OPHTHALMOLOGY SECTION 
Dr. W. E. Vandevere, El Paso, presiding. 

Sympathetic Ophthalmia—Dr. Lyle Hooker, Houston. 

Discussion—Dr. Charles Lees, Fort Worth, and Dr. William J. 
Snow, Houston. as 

Causes of Failure in Glaucoma Operations—Dr. Brittain F. Payne, 
New York. i 

Recurrent Pterygium Treated with X-Ray—Drs. J. D. Wilson, 
R. T. Wilson (by invitation), and H. L. Hilgartner, Jr., Austin. 
Discussion—Dr. John L. Matthews, San Antonio, and Dr. 

Thomas VanZandt, Houston. 
Ocular Allergy—Dr. William D. Gill, San Antonio. 
Discussion—Dr. Lester H. Quinn, Dallas, and Dr. A. E. Jack- 
son, Fort Worth. 
December 6 
OTOLARYNGOLOGY SECTION 

Diagnosis and Treatment of Laryngeal Tumors—Dr. Daniel S. 
Cunning, New York. 

Mediastinal Emphysema and Pneumothorax Following Tracheoto- 
my—Drs. Gilbert B. Forbes, St. Louis; George W. Salmon, 
Houston; and John C. Herweg, St. Louis (by invitation). 

Tongue—Dr. Tom Barr, Dallas. 

Discussion—Dr. T. S. Love, Dallas, and Dr. John H. Barrett, 

Houston. 

Role of Infection in Respiratory Allergy—Dr. 
Houston (by invitation). 

Discussion—Dr. Bowen Swinney, San Antonio (by invitation), 

and Dr. J. Charles Dickson, Houston. 
OPHTHALMOLOGY SECTION 


Choroidal Detachment—Dr. Gatlin Mitchell, Fort Worth. 
Discussion—-Dr. Dan Brannin, Dallas, and Dr. C. S. Sykes, 
Galveston. 


Changing Concepts in Eye, Ear, Nose, and Throat Practice—Dr. 
S. F. Harrington, Dallas. 
Discussion—Dr. J. B. Nail, 

Marchman, Dallas. 


oO. M. 
Causes of Failure in Cataract Operations—Dr. Brittain Ford 
Payne, New York. 


Some Observations Regarding Contact Lenses—Dr. Alfred A. 
Nisbet, San Antonio. 


Discussion—Dr. John T. Stough, Houston, and Dr. W. E. Mul- 
doon, San Antonio. 


It was decided to have the next meeting in Fort 
Worth in December, 1948. Officers elected to serve 
until that time include Drs. Sam N. Key, Austin, 
president; J. D. Singleton, Dallas, first vice-presi- 
dent; J. J. Richardson, Fort Worth, second vice- 
president; John L. Matthews, San Antonio, secretary; 
J. Charles Dickson, Houston, treasurer; and W. E. 
Vandevere, El Paso, council member. 

New members who were accepted include Drs. 
Claude C. Cody, III, Houston; F. B. Kelly, Corpus 
Christi; S. N. Key, Jr., Austin; J. D. McCall, Mineral 
Wells; R. Keith Simpson, Kerrville; Maurice P. 
Spearman, El Paso; Chase S. Thompson, San Angelo; 


Homer Prince, 


Wichita Falls, and Dr. 


TEXAS STATE JOURNAL OF MEDICINE 


February, 


John Woodward, Beaumont; and J. Wade Young- 
blood, Dallas. 

Luncheons, a banquet, golf, and a musical and 
luncheon for visiting women were provided. Ninety 
members and six guests were registered. 


TEXAS RADIOLOGICAL SOCIETY 


The Texas Radiological Society, meeting in its 
thirty-fifth annual session January 17 in Temple, 
had the following scientific program: 

Presidential Address: Accuracy of Roentgenologic Diagnosis of 
Benign Gastric Uleer—Dr. C. A. Stevenson, Temple. 

Measurement of Radioactivity—Dr. G. C. Lechenger, Houston. 

Pantopaque Myelography—Dr. John Camp, Mayo Clinic, Ro- 
chester, Minn. 

Time Factor in Radiation Therapy—Dr. 
Dallas. 

Carcinoma of Fundus 
Houston. 

Diagnostic Aspects of Intrathoracic Tumor—Major A. J. Acker- 

man, Brooke General Hospital, Fort Sam Houston. 

Angiocardiography—Dr. Jarrell Miller, Dallas. 

Radiologic Observations following the Texas City Disaster— 
Drs. Martin Schneider, C. P. Klein, and H. D. Gilliam, Uni- 
versity of Texas Medical Branch, Galveston. 

Abnormalities of Diaphragm—Dr. E. D. Sellers, Abilene. 

Intracranial Calcifications—Dr. John Camp, Rochester, Minn. 

The speaker for the annual banquet was Major 
General A. D. Bruce, Fort Sam Houston, who re- 
ported on his experiences in Korea. A cocktail party 
honoring Dr. John Camp, guest from the Mayo 
Clinic, Rochester, Minn., was given January 16 by 
the x-ray equipment and x-ray film dealers of Texas. 

Officers elected during the business session in- 
cluded Drs. L. M. Garrett, Corpus Christi, president; 
J. J. Faust, Tyler, president-elect; Wayne V. Ram- 
sey, Abilene, first vice-president; J. R. Maxfield, Jr., 
Dallas, second vice-president; R. P. O’Bannon, Fort 
Worth, secretary-treasurer, and R. T. Wilson, Aus- 
tin, historian. . 

Drs. John H. Vaughan, Amarillo; V. H. Shoultz, 
Fort Worth; Robert F. Boverie, El] Paso; Charles 
W. Yates, Temple; E. Hopkins Stirling, Galveston; 
and Dean B. Jones, San Antonio, were elected to 
membership. ; 

It was decided that the next annual meeting would 
be held in Fort Worth on January 7 and 8, 1949, 
with the first day being devoted to presentations by 
invited guests. 


STATE MEDICAL EXAMINER DIES 


Dr. T. J. Crowe, 86 year old Dallas physician who 
for the past twenty-eight years served as secretary 
of the Texas State Board of Medical Examiners, 
died suddenly of a heart attack January 1. Dr. 
Crowe had been a member of the board since 1912, 
and had also been president and vice-president of 
the group. He was formerly chairman of the Dallas 
Board of Health, chairman of the Dallas City-County 
Hospital Board, president and vice-president of the 
Federation of State Medical Boards of the United 
States, a member of the National Board of Medical 
Examiners, president of the Texas Homeopathic Med- 
ical Association, and a member of the American In- 
stitute of Homeopathy. 

Dr. Wendell A. Stiles, Dallas, has been appointed 
by Governor Beauford H. Jester to fill the homeopath 
vacancy on the State Board of Medical Examiners 
created by Dr. Crowe’s death. Dr. H. F. Connally, 
Waco, former president of the State Medical Asso- 
ciation and already a member of the board, was 
named acting secretary of the board to serve until 
a permanent secretary can be selected. 


AMERICAN CANCER SOCIETY, 
TEXAS DIVISION 
The annual meeting of the American Cancer So- 
ciety, Texas Division, on November 29 and 30 in 
Houston included meetings of most of the boards 
and committees of the organization in addition to 
a scientific program for professional visitors and a 


Charles L. Martin, 


of Stomach—Dr. Furman H. Tyner, 
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program of education and inspiration for interested 
laymen. 

The executive committee voted to further the work 
of a speakers bureau, to employ a person for the 
preparation and distribution of educational materials, 
and to allocate $2 per year per practicing physician 
in Texas toward establishment of a periodical on 
cancer provided that the State Health Department 
and the State Medical Association jointly participate 
and that the funds are matched either by the Health 
Department or by the Department and the Associa- 
tion together. These actions were taken upon recom- 
mendation of the Committee on Professional Edu- 
cation. 

Funds were appropriated to continue current proj- 
ects, all of which are tumor clinics, until the close 
of the present fiscal year, August 31, 1948, as fol- 
lows: El Paso County Medical Society, $2,716.86; 
Nueces County Medical Society, $2,916.62; Bowie- 
Miller Counties Medical Society, $571.61; University 
of Texas Medical Branch, $3,834.68; Jefferson Davis 
Hospital, $2,551.90; and Nix Hospital, $5,432.22. 
Harris County Unit, American Cancer Society, was 
allotted $4,571.81 to carry on its demonstration pro- 
gram. 

Sums reallocated for projects previously approved 
and not involving new appropriations include South- 
western Medical College for a department of bio- 
physics, $6,000; Baylor University College of Medi- 
cince for a chair of oncology, $12,400; M. D. Ander- 
son Hospital for a statistical study, $12,500. 

New projects to which appropriations were made 
include Southwestern Medical College for the survey 
of treatment of all female genital cancer, exclusive 
of the cervix, occurring in Dallas since January 1, 
1936, $2,600, and for establishment and support of 
a laboratory for the early diagnosis of cancer by the 
cytologic method of Papanicolaou and Traut provided 
the facilities are used to train other pathologists 
and technicians in the technique, $5,000; University 
of Texas School of Medicine for a postgraduate edu- 
cation program $883.10 plus $116.90, an unused bal- 
ance which was reallocated. 

Officers were reelected as follows: Tom E. Braniff, 
Dallas, chairman of the board; Frank C. Smith, 
Houston, president; Fred F. Florence, Dallas, treas- 
urer; J. Louis Neff, Houston, executive director; Mrs. 
James M. Perkins, Eastland, commander of the field 
army; Dr. E. W. Bertner, Houston, chairman of the 
executive committee; and Col. Ike Ashburn, Houston, 
member of the executive committee. Mrs. Jack 
Hutchins, E] Campo, was elected secretary, and Drs. 
D. A. Todd, San Antonio; John D. Weaver, Austin; 
and Charles Phillips, Temple, were elected to the 
executive committee. 


HEART ASSOCIATION ORGANIZES LOCALLY 


The Texas State Heart Association has recently 
organized twenty-seven local chapters throughout 
the state in an effort to place greater emphasis on 
the need for research and education on the most 
common cause of death in the United States. For 
the first time, the American Heart Association, 
through its affiliated organizations, is sponsoring a 
nationwide campaign during February to raise funds 
to help reduce the incidence of heart disease, which 
now causes more than 500,000 deaths annually— 
more than the next five causes of death combined. 

Leaders in Texas of the campaign against heart 
disease during National Heart Week, February 8-14, 
and throughout the year include the following of- 
ficers of the Texas State Heart Association: Drs. 
DeWitt Neighbors, Fort Worth, president; W. B. 
Whiting, Wichita Falls, vice-president; and Merritt 
B. Whitten, Dallas, secretary-treasurer. 

Chairmen of the local chapters are Drs. W. B. 
Adamson, Abilene; H. H. Latson, Amarillo; C. M. 
Darnall, Austin; J. C. Crager, Beaumont; Edward 
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V. Swift, Big Spring; John Sloan, Corpus Christi; 
Henry Winans, Dallas; Ralph Homan, El Paso; 
Joseph F. McVeigh, Fort Worth; George Herrmann, 
Galveston; Paul Ledbetter, Houston; Max Rothen- 
stein, Laredo; V. R. Hurst, Longview; S. C. Arnett, 
Jr., Lubbock; Hjalmar Sybilrud, McAllen; W. F. 
McKinley, Jr., Marlin; Julian Jopling, Paris; L. C. 
Carter, Port Arthur; Victor Schulze, San Angelo; 
Herbert Hill, San Antonio; C. D. Strother, Sherman; 
C. A. Rosebrough, Sweetwater; O. B. Gober, Temple; 
George W. Parson, Texarkana; Mildred Stanley, 
Tyler; D. D. Warren, Waco; and W. B. Whiting, 
Wichita Falls. 


TEXAS CANCER BULLETIN 


The first number of the Texas Cancer Bulletin 
will come off the press the latter part of February. 
The Bulletin, published by the Texas Cancer Co- 
ordinating Council, which consists of the Committee 
on Cancer of the State Medical Association, the 
State Department of Health, the M. D. Anderson 
Hospital for Cancer Research, and the American 
Cancer Society, Texas Division, will be distributed 
free of charge. There will be six regular issues per 
year, plus one issue for dentists and one for nurses. 
Part of the funds for this project have been donated 
by the American Cancer Society and the State De- 
partment of Health. The M. D. Anderson Hospital 
is contributing the services of its staff to compose, 
edit, and publish the journal. The State Medical 
Association is assisting in the distribution of the 
Bulletin. 

The Texas Cancer Bulletin is designed for the 
family doctor. It will carry in brief form the results 
of research in cancer and news relating to cancer, 
but the majority of articles will treat of time-tested 
techniques of practical import in the management 
of individual patients. 

The Bulletin is prepared for publication at the 
editorial office of the D. Anderson Hospital, 
with R. W. Cumley, Ph.D., executive editor; R. Lee 
Clark, M. D., directing medical editor; J. Louis Neff, 
news editor: Lowell Collins and Robert Preusser, 
art editors; Ella May Schackleford, medical art 
editor; and "Mary Ann Myers, editorial assistant. 


ACADEMY OF PEDIATRICS 


The American Academy of Pediatrics held its an- 
nual session in Dallas, December 8-11, with approxi- 
mately 1,100 pediatricians and 450 wives of physi- 
cians in attendance. The session was presented in 
“Texas style,” including Judge Roy Bean’s court, 
cowboy hats, and appropriate souvenirs. 

Drs. J. G. Brau, Dallas; Alan Bloxsom, Houston; 
Robert Moore, Dallas; J. Warner Duckett, Dallas; 
Jack Woolf, Dallas; Gladys Fashena, Dallas; Clifford 
Grulee, Jr., Galveston; Paul Levin, Dallas; Arild 
Hansen, Galveston; Russell Blattner, Houston; Nor- 
borne Powell, Houston; K. E. Miller, Dallas; and J. 
Harvey Black, Dallas, participated in the program, 
which included round-table discussions and panel dis- 
cussions on asthma, poliomyelitis, diarrhea, virus dis- 
eases, behavior problems, anemia, pediatric emergen- 
cies, growth and development, skin diseases, rheu- 
matic fever, and neurology. 

Dr. John A. Toomey, Cleveland, was installed as 
president. 

The Texas Pediatric Society sponsored a luncheon 
for visiting ladies at which Neiman-Marcus Company 
presented a fashion show. The Dallas Pediatric So- 
ciety entertained with a tea. 

At a dinner and floor show the evening of Decem- 
ber 10, Dr. Hugh Leslie Moore, Dallas, was presented 
with a silver tray in appreciation of his work in 
pediatrics and Mrs. Moore was given an orchid. 

Dr. Moore was general chairman for local com- 
mittees, and Mrs. John E. Ashby was in charge of 
women’s activities. 
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FOOT AND MOUTH DISEASE IN MAN 


The possibility that the current outbreak of foot 
and mouth disease in cattle in Mexico and along 
the Texas border may result in cases of the disease 
in human beings in the area has been raised by Dr. 
L. W. Fetzer, Dallas physician who formerly was 
associate editor of the Experiment Station Record 
of the U. S. Department of Agriculture, Washing- 
ton. 

Although the appearance of foot and mouth dis- 
ease (aphthous fever) in man seems to be rare, 
cases have been reported in the literature, particu- 
larly in Europe, and it is probable that additional 
cases may have been overlooked by physicians who 
are not expecting to find the condition in their 
patients. 

An article in the British Medical Journal by Dr. 
Henryk Dlugosz (February 13, 1943, pages 189-190) 
points out that “characteristic findings are the head- 
ache and general weakness, and pain in the ex- 
tremities. About the third day excessive salivation 
and superficial ulceration of the oral mucous mem- 
brane and vesiculation of the skin around the mouth 
ensue. Later the vesicles appear on the palms and 
soles and around the nails, being preceded by cherry- 
coloured erythema. The vesicles contain a turbid 
serous fluid. All the skin and mucous membrane 
lesions heal without cicatrization. The temperature 
is high at first and falls after the appearance of 
the vesicles, returning to normal by the second 
week. In a few cases the temperature remains nor- 
mal throughout. No changes are apparent in any 
of the internal organs, in the blood, or in the sedi- 
mentation rate.” 

Although foot and mouth disease in man appears 
to be comparatively mild in its manifestations, the 
possibility of human contacts infecting livestock, in 
which the disease has much more serious results, 
points to ramifications of economic significance. 

Dr. Fetzer has suggested the advisability of Texas 
physicians being on the alert for cases of the dis- 
ease in human beings. It may be that scientific 
data of value may be procured and that efforts to 
— the epizootic in cattle may be indirectly 
aided 





A.M.A. FIGHTS REBATES 


The entire board of trustees and all of the of- 
ficers of the American Medical Association signed 
an editorial in the January 17 issue of The Journal 
of the American Medical Association condemning 
rebates, kick-backs, and commissions in medical 
practice and calling on the medical profession in 
each community to act promptly in cleaning its own 
house of such activities. 

The editorial said in part: 


“From the beginning of its entrance on the medi- 
eal scene, the American Medical Association has 
fought this menace [rebates and commissions] to 
the quality of medical service and to the good repute 
of medical practice. Resolutions have been passed 
by the official bodies of the association unequivocally 
condemning such practices. The Judicial Council 
has repeatedly urged the expulsion or other action 
against physicians proved to have participated in 
such procedures. The leaders of surgery, ophthal- 
mology, orthopedic surgery and pharmacy have been 
unanimous in pointing out the extent to which such 
commercial considerations may break down the good 
repute of the specialties concerned. The American 
College of Surgeons adopted an oath to be taken 
by its fellows to the effect that they would not par- 
ticipate in the secret division of fees. The Prin- 


ciples of Ethics of the American Medical Association 
have declared the unethical character of such di- 
visions—direct or indirect.” 

. The board of trustees of the American Medi- 
cal. Association therefore calls on leaders of the 
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medical profession in every community in which the 
association is represented to act promptly, remember- 
ing, however, the necessity for proceeding in due 
form by the filing of formal charges against 
physicians known to be participating in such meth- 
ods, thus offering an opportunity for the presenta- 
tion of evidence and a suitable hearing so that the 
innocent may not be harmed but the guilty may be 
properly exposed and punished.” 

According to the Secretary of the American Medi- 
cal Association, the editorial received wide publicity 
in the press and on the radio. The California Medi- 
cal Association has announced that it is taking 
action to outlaw rebates in the medical profession 
through the state legislature by having its legal 
advisers draft legislation providing heavy penalties 
for violation of the law. 


MAGNUSON IS VA MEDICAL CHIEF 


Dr. Paul B. Magnuson, nationally-known ortho- 
pedic surgeon and closely identified with the reor- 
ganization ‘of medical care in Veterans Administra- 
tion hospitals, has been named chief medical director 
for VA by Carl R. Gray, Jr., administrator. 

Dr. Magnuson succeeds Dr. Paul R. Hawley, who 
resigned January 1 as medical chief and who now 
is serving Mr. Gray as special assistant and adviser 
on medical problems. 

Dr. Hawley will become chief executive officer of 
the Blue Cross and Blue Shield prepaid health serv- 
ice plans on April 1. Although his headquarters 
will be in Chicago, Dr. Hawley will continue to de- 
vote some time in Washington to Veterans Admin- 
istration problems, a special committee for unifying 
the medical services in the armed forces, and a sur- 
vey group for the National Security Resources 
Board, according to The Journal of the American 
Medical Association. 5 


TEXAS SOCIETY OF PATHOLOGISTS 


A seminar in which microscopic sections of patho- 
logic lesions were studied and commented upon was 
the scientific program of the Texas Society of Path- 
ologists when it met for its annual session in Galves- 
ton on January 25. The seminar was conducted by 
Dr. Paul Brindley, Galveston, and Dr. T. J. Curphey, 
Hempstead, N. Y., president of the American So- 
ciety of Clinical Pathologists, participated. 

Officers were elected for 1948 as follows: 
W. W. Coulter, Sr., Houston, president; 
Phillips, Temple, vice- president; 
Corpus Christi, president-elect; and C. T. Ash- 
worth, Dallas, secretary. The next annual meeting 
will be held in Dallas on January 30, 1949. 

A banquet ¢ concluded the activities ' the day. 


Drs. 
Charles 
John F. Pilcher, 











NAVAL MEDICAL COMMISSIONS 


Civilian doctors may become commissioned officers 
in the regular Navy, provided they meet the pro- 
fessional and physical qualifications, under the statu- 
tory authority contained in Public Law 365—Eigh- 
tieth Congress, Title II. This law is unique in that 
for the first time it does away with the age limita- 
tion of 32 years and permits doctors in civilian prac- 
tice to enter the Navy and be commissioned with 
the rank up to and including captain. 

To make application a doctor must be a citizen of 
the United States, a graduate of a class “A” medical 
school, and must hhave served at least one year’s in- 
ternship in an approved hospital. The allocation of 
rank to successful candidates depvends upon their 
academic age, professional standing, and experience 
in the medical field. 

Doctors interested in a Naval career should write 
to the Bureau of Naval Personnel, via the Bureau 
of Medicine and Surgery, Navy Department, Wash- 
ington, D. C. 








LIBRARY NOTES 


LIBRARY NOTES 


PACKAGE SERVICE 


The package library consists of collections of reprints 
and other periodical material on various subjects, prepared 
for lending to members of the Association. Requests for 
packages should be addressed “Library, State Medical Asso- 
ciation of Texas, 1404 W. El Paso Street, Fort Worth 3, 
Texas.” Twenty-five cents in stamps should be enclosed 
with the request to cover postage and part of the expense 
of collecting the material. Packages are allowed to remain 
in the hands of the borrower for 14 days. 


ACCESSIONS 


The following additions were made to the Library 
in January: 

Reprints received, 542. 

Journals received, 243. 

Rutherford, N. J., Medical Economics, Ine.— 
Jones: Physicians’ Desk Reference to Pharmaceuti- 
cal Specialties and Biologicals. 

Philadelphia, W. B. Saunders—Kinsey, Pomeroy, 
and Martin: Sexual Behavior in the Human Male; 
Sollmann: A Manual of Pharmacology, 7th edition; 
Cutting: A Manual of Clinical Therapeutics, 2nd 
edition; Christopher: Minor Surgery, 6th edition. 

Philadelphia, The Blakiston Co.—Lillie: Histo- 
pathologic Technic. 

Chicago, Year Book Publishers—Colwell: Diabetes 
Mellitus in General Practice; Sevringhaus: En- 
docrine Therapy in General Practice. 

Springfield, Charles C. Thomas— Follis: The 
Pathoiogy of Nutritional Diseases. 

Minneapolis, Modern Medicine—Modern Medicine 
Annual, 1947. 

SUMMARY OF SERVICE 


Local users, 62. Borrowers by mail, 45. 

Items consulted, 313. Packages mailed, 52. 

Items taken out, 398. Items mailed, 549. 

Total number of ar ticles consulted and loaned, 1,260. 
MOTION PICTURE FILM LIBRARY 


Motion picture films on medical subjects, 16 mm., both 
silent and sound, some in color, and suitable for either 
medical or lay audiences, are available for loan to county 
medical societies, hospital staffs, or individual physicians, 
on request. Borrowers will be required to pay only the cost 
of shipment of the films, by express, with insurance, and 
for any damage to films while in the hands of the borrower. 

Requests for films should be addressed to “Motion Picture 
Film Library, State Medical Association of Texas, 1404 
West El Paso Street, Fort Worth 3, Texas.” A list of avail- 
able films, with descriptions, will be furnished on request. 


The following motion picture films were loaned by 
the Film Library of the State Medical Association 
of Texas during January: 


Adolescence, Introduction to (Mead Johnson)— 
Keidel Memorial Hospital, Fredericksburg. 

Anemia, Erythroblastic (Mead Johnson)—Dr. J. 
E. Johnson, Lamesa. 

Anesthesia, Regional (Winthrop Chemical Co.)— 
Dr. J. E. Johnson, Lamesa. 

Antitoxins, Globulin Modified (Lederle Labora- 
tories)—Dr. J. E. Johnson, Lamesa. 

Appendicitis in Childhood (Mead Johnson) — 
Keidel Memorial Hospital, Fredericksburg. 

Appraisal of the Newborn (Mead Johnson)—St. 
Joseph’s Hospital, Fort Worth. 

Asthma, Bronchial (E. Fougera)—Taylor Clinic, 
Lufkin. 


Behind the Shadows (Texas TB Association) — 
P. T. A. and high schools, San Antonio. 


Blood Transfusion (British Information Services) 
—Ragland Clinic-Hospital, Gilmer, and Dr. James 
Wooten, Columbus. 

Breech Extraction (Mead Johnson)—Dr 


. George 
Y. Swickard, Orange. 
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Cesarean Section (Mead Johnson) 
County Medical Society, Orange. 


Chest Diseases, Surgery (British Information 
Services) —Anderson-Houston-Leon Counties Medi- 
cal Society, Palestine. 


Cholecystectomy (Mead Johnson)—Dr. J. E. John- 
son, Lamesa, and Dr. W. T. Ibanett, Decatur. 


Cloud in the Sky (Texas TB Association)—P.T. 
A. and high schools, San Antonio. 

Eyes for Tomorrow (Hurst Clinic)—P. T. A. and 
high schools, San Antonio. 

Gastroscopy, Role of, in Gastric Pathology (Har- 
rower Laboratories)—-Wysong Clinic, McKinney. 

Goiter Surgery (Mead Johnson)—Dr. George Y. 
Swickard, Orange. 

Hematology, Animated (Armour Laboratories) — 
Dr. J. D. Landesman, Corpus Christi, and Alexander 
Clinic, Spur. 

Human Fertility (Ortho-Products) — Wysong 
Clinic, McKinney, and Dr. W. T. Ibanett, Decatur. 

Hysterectomy (Mead Johnson)—Dr. W. T. Iban- 
ett, Decatur. 

Immunization Against Infectious Diseases (Led- 
erle Laboratories)—Dr. W. T. Ibanett, Decatur. 


Multiple Pregnancy (Mead Johnson)—Dr. Carlos 
E. Fuste, Alvin. 


Normal Delivery (Mead Johnson)—Dr. Carlos E. 
Fuste, Alvin, and St. Joseph’s Hospital, Fort Worth. 

Oxygen Therapy in Heart Disease (Linde Air 
Products Company)—Ragland Clinic-Hospital, Gil- 
mer; Wysong Clinic, McKinney; and Taylor Clinic, 
Lufkin. 

Premature Infant, the Care of (Mead Johnson)— 
Dr. Carlos E. Fuste, Alvin. 

Resuscitation of the Newborn (Mead Johnson)— 
St. Joseph’s Hospital, Fort Worth. 

Roentgen Pelvimetry (Mead Johnson)—Anderson- 
Houston-Leon Counties Medical Society, Palestine. 

Splenectomy (Davis & Geck)—Drs. I. M. Ward 
and R. D. Bickel, Fort Worth. 

Spontaneous Delivery (Mead Johnson)—Keidel 
Memorial Hospital, Fredericksburg. 

Stitch in Time (American Medical Association) — 
Angelina County Medical Society, Lufkin, and Dr. 
J. E. Johnson, Lamesa. 

Trichomonas Vaginalis (Dr. Karl J. Karnaky)— 
Dr. J. E. Johnson, Lamesa. 

Tuberculosis, Role of the Public Health Nurse in 
(Texas TB Association)—Hotel Dieu Hospital, Cor- 
pus Christi. 

Urinary Antisepsis (Mead Johnson)—Wharton- 
Jackson-Matagorda-Fort Bend Counties Medical 
Society, El Campo. 

Uterosalpingography (E. Fougera) — Ragland 
Clinic-Hospital, Gilmer, and Nan-Travis Hospital, 
Jacksonville. 

Uterosalpingography, Serial (E. Fougera)—Rag- 
land Clinic-Hospital, Gilmer, and Nan Travis Hos- 
pital, Jacksonville. 

Varicose Veins and Their Complications (Becton, 
Dickinson & Company)—Dr. W. T. Ibanett, De- 
catur. 

Vitamins and Some Deficiency Diseases (Lederle 
Laboratories) —Gregg County Medical Society, Long- 
view. 

When Bobby Goes to School (Mead Johnson)— 
P. T. A. and high schools, San Antonio. 


NEW MOTION PICTURES FOR THE 
FILM LIBRARY 


The motion picture described is now available for 


loan at the Library of the State Medical Asso- 
ciation. 


MS 2068. Pasteur’s Legacy. 16 mm., sound, run- 
ning time, 24 minutes. (Available through the 


— Orange 
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courtesy of Modern Film Corporation, New York.) 
This film depicts the great scientist in his many con- 
tributions to mankind. It is a powerful portrayal of 
Pasteur’s microbial theory, which provided the 
foundation for modern medicine and the develop- 
ment of the principle of immunization and pas- 
teurization. The film should be valuable for use in 
the field of bacteriology, and for all science students 
at the high school and college level. 

MS 2609. Conquering Darkness. 16 mm, sound, 
running time, 20 minutes. (Available through the 
courtesy of Hurst Eye, Ear, and Throat Hospital- 
Clinic, Longview.) This film is a factual recording 
of the activities of the New Jersey State Commis- 
sion for the Blind, and shows how blind persons 
ean find their rightful place in the work-a-day 
world. It covers education, industrial placement, 
assistance, home industry, prevention, and so forth. 
Milton Cross is the narrator. Splendid for public 
health, public educational, and all adult audiences. 




















































































BOOK REVIEWS 

1The Internal Fixation of Fractures. By Charles 
Scott Venable, M. D., F. A. C. S., Diplomate, 
American Board of Surgery, and Walter Good- 
loe Stuck, M. D., M. S. (Orth. Surg.), F. A. C. S., 
Diplomate, American Board of Orthopedic Sur- 
gery. Cloth, 237 pages. Price, $3.50. Spring- 
field, Ill., Charles C. Thomas, Publisher, 1947. 


Drs. Venable and Stuck have written an excellent 
book. There is a profound foreword by Dr. Ralph K. 
Ghormley. The book covers information on the early 
uses of metal appliances and gives a good back- 
ground on the experimental investigation of various 
metals used in surgery. 

The techniques on the indications for internal fixa- 
tion are thoroughly covered, giving a vital review 
of the subject. This section represents the essentials 
of the foundations which are required for those who 
manage fractures. The importance of the type of 
metal, the technique, and the indication for the ap- 
plication of plates.and screws and their superiority 
over other metallic aids is clearly brought out. 

The authors have extensively reviewed the litera- 
ture and present a complete bibliography. The book 
is a valuable contribution on an important subject 
and is of interest to all those who treat fractures. 


2Advances in Pediatrics. Edited by S. Z. Levine, 
Allan M. Butler, L. Emmett Holt, Jr., and A. 
Ashely Weech. Vol. 2. Cloth, 409 pages. Price, 
$4.50. New York, Interscience Publishers, Inc., 
1947. 


This is the second annual volume presenting some 
of the advances in pediatrics which have been im- 
portant during the preceding year. Of course, there 
may be disagreement as to the inclusion of certain 
topics or the exclusion of others, but the editorial 
board seems to have chosen a group of timely and 
interesting subjects in the present volume. All of 
the articles are well presented by authoritative writ- 
ers and, while adequately covering the subiects, are 
not too exhaustive. I profited by reading all of the 
contributions, but I think that certain of them are 
more practical and more valuable to the practicing 
physician than are others. 

For special commendation I should like to mention 
the chapter on “The Treatment of Purulent Menin- 
gitides” by Hattie Alexander. This should be avail- 
able to every physician who is treating a case of 
meningitis. The tables listing therapeutic agents and 
methods of choice are of the greatest value. The 
chapter on “Chemotherapy” by Paul Gyorgy and 
Henry F. Lee is good. “Virus Diarrhea” by Kath- 
erine Dodd deals with a serious problem in pediatrics. 


1Reviewed by W. Compere Basom, M. D., El Paso. 
2Reviewed by Robert L. Moore, M. D., Dallas. 
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Of exceptional merit are the chapters on “Prema- 
turity” by Harry Gordon and on “Prevention of Re- 
currences of Rheumatic Fever” by Ann Kuttner. The 
other chapters are also well written and interesting 
but do not have the practical application of those 
mentioned. 

The index of this volume is combined with that of 
volume 1, which makes both of them as usable as 
though they were one volume. The two volumes can 
certainly be recommended to all doctors interested in 
pediatrics. 


3Nutritional and Vitamin Therapy in General Prac- 
tice. By Edgar S. Gordon, M. D., Ph. D., Asso- 
ciate Professor of Medicine, University of Wis- 
consin. Cloth, 410 pages. Price, $5. Chicago, 
The Year Book Publishers, 1947. 


In an effort to record new information and inte- 
grate it with older material in the field of nutrition 
and vitamin therapy, the third edition of this general 
practice manual has completed its mission. The in- 
terim of four years since the appearance of the sec- 
ond edition has been characterized by the realization 
of the importance of agriculture and nutrition to 
total war and in peace to the prevention of malnutri- 
tion and mass starvation. Application of experi- 
mental results to the practical aspects of nutrition 
is freely indicated. The chapters on the vitamins and 
the diagnosis of vitamin deficiencies are excellent. 
It is curious that the only menu outlined is for a 
reducing diet. It is also an inconsistency that this 
diet is given in terms of average servings, while in 
the appendix the table of nutritive values is stated 
in terms of 100 Gm. portions. However, desvite these 
minor flaws, this book contains a wealth of digested 
information, and the physician who looks to the gen- 
eral practice manual to keep him abreast of the med- 
ical times will not be disappointed. 


4Injuries . the Knee Joint. By I. S. Smillie, O. B. 
E., Ch. M., F. R. C. S. (Ed.), F. R, F. P. S., Lec- 
turer in Orthopaedics in the University of St. 
Andrews. Cloth, 320 pages. Price, $6. Balti- 
more, The Williams & Wilkins Company, 1946. 

This monograph concerning injuries of the knee 

joint has been written after the treatment of 2,235 
cases and consultation on 2,700 more. The author’s 
presentation of diagnostic points of the history and 
results of the various injuries is exact but easy to 
follow. Excellent illustrations make for quicker un- 
derstanding of the mechanisms involved. Given a 
patient with a certain knee disability,.Dr. Smillie 
has described the treatment to be followed in a 1-2-3 
order. With each step logical reasoning points to 
the functional end results. Eighty-seven pages con- 
cern the menisci, 61 the ligaments, 38 the extensor 
apparatus, 33 the fractures involving the knee, and 
all 311 pages of text reflect the thoughts of a master. 
Physicians will want this book for their libraries if 
they have patients with disabled knees. 


5Diseases Transmitted from Animals to Man. By 
Thomas G. Hull, Ph. D., Director, The Scientific 
Exhibit, American Medical Association. Cloth, 
571 pages. Third edition. Price, $10.50. Spring- 
field, Ill., Charles C. Thomas, Publisher, 1947. 

In his third edition of this book, Thomas G. Hull 
has presented a concise and up-to-date work in an 
important field. Contributions by fourteen men, each 
outstanding in his field, aid materially in lending 
authenticity to the book. Discussions are presented 
on each of ninety-one diseases transmissible from 
animals to man. These diseases are placed in four 
general catagories: those spread by domestic animals 


3Reviewed by John M. Church, M. D., Fort Worth. 

4Reviewed by William A. Knapp, M. D., Fort Worth. 

5Reviewed by S. Edward Sulkin, Ph.D., Professor of Bacteri- 
ology and Immunology, Southwestern Medical College, Dallas. 
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or birds, those attributable to wild animals and ro- 
dents, those which are primarily human diseases but 
which may be spread by animals, and those in which 
animals are merely passive carriers. 

The book contains a wealth of well chosen and ex- 
cellently presented photographs and the summary 
material in tabular form lends itself to ready refer- 
ence. Each disease is presented against its histori- 
cal background, with emphasis on epidemiology and 
means of preventing infection and spread. Each 
chapter is concluded with a brief list of “items of 
note,” furnishing a good summary or recapitulation 
of important information contained in the preceding 
material. 

This third edition is superior to both the first and 
second editions, placing emphasis on diseases which 
have increased in importance within the past few 
years, particularly those of tropical and viral origin. 
It is well printed and set up and should furnish an 
excellent reference work to a physician’s library. 


“Office Immunology, including Allergy. A Guide 
for the Practitioner, edited by Marion B. Sulz- 
berger and Rudolph L. Baer. Authors, Marion B. 
Sulzberger, M. D., W. C. Spain, M. D., Rudolph 
L. Bear, M. D., Abram Kanof, M. D., Alfred J. 
Weil, M. D., and Naomi M. Kanof, M. D. Cloth, 
420 pages. Price, $6.50. Chicago, The Year Book 
Publishers, Inc., 1947. 

This attractively bound book is addressed directly 
to the practicing physician and is intended to guide 
him in carrying out the skin tests, active and pas- 
sive immunizations, and similar technical procedures 
which are prominent in the prophylaxis and therapy 
of infectious and allergic diseases. The discussion is 
confined to immunologic tests and methods which 
involve participation of the patient himself, and 
which may be performed in the doctor’s office with- 
out the use of elaborate equipment or laboratory 
facilities. It is a thoroughly practical manual, bring- 
ing together for the first time under one cover a 
wealth of detailed information useful to physicians 
generally, but of special value to doctors whose pro- 
fessional interests are in allergy, dermatology, or 
pediatrics. An unusual feature is the inclusion of 
detailed “package information” about the vaccines, 
serums, skin-testing materials, and other prepara- 
tions procurable from commercial pharmaceutical 
firms. 

The first two chapters offer a review of basic 
techniques. Chapter 3 deals with “Immunology of In- 
fections,” presenting brief statements about thirty- 
three different conditions. Chapter 4 is a much ab- 
breviated discussion of transfusion reactions and the 
Rh factor. “Respiratory Allergies” is the subject of 
chapter 5, and in the following section, entitled 
“Dermatologic Immunology,” is presented a com- 
prehensive consideration of twenty-seven different 
allergic or infectious pathologic states of the skin. 
The remaining chapters deal briefly with “Immun- 
ologic Management of Spider, Insect and Snake 
Bites,” and with “Miscellaneous Allergies.” 

The sections on infectious diseases seem somewhat 
less satisfactory than those on allergy. The book 
would be strengthened, for example, by the inclusion 
of more precise data on the actual content of some 
of the important biologic preparations, and even 
though the editors were probably wise in omitting 
any description of serologic techniques, a listing of 
the types of laboratory diagnostic tests ordinarily 
done in each infectious disease might have been 
given. If this had been followed by a concise state- 
ment of the kinds of specimens to be secured from 
the patient for diagnostic purposes, and of how and 


®Reviewed by Kenneth L. Burdon, Ph. D., Professor of Bac- 


teriology and Immunology, Baylor University College of Medi- 
cine, Houston. 
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when these specimens should be taken, the advice 

would doubtless be appreciated by many clinicians. 
Despite such minor limitations the book admirably 

fills a genuine need and should be widely popular. 


NEWS 


Contributions to this department will be appreciated. 
News should be of general medical interest, such as public 
health activities, new hospitals, personal items of more 
than local value, etc. News for a particular number of 
the JouRNAL should be in the hands of the Editor not 
later than the fifteenth of the preceding month. 


Baylor University College of Medicine, Houston, 
has established a professorship of physiology as a 
memorial to Dr. Benjamin F. Hambleton, member of 
the faculty for twenty-seven years, who died Decem- 
ber 9. Funds for the purpose have been raised from 
contributions by alumni, faculty, and friends of Dr. 
Hambleton. The professorship will become effective 
at the beginning of the academic year 1948-1949. 

The University of Texas Medical Branch has estab- 
lished a statistical office at John Sealy Hospital which 
will compile and furnish hospital case records and 
research data for members of the University staff, 
reports the Galveston Tribune. Tabulating and cal- 
culating machines are being installed, and Dr. J. 
Allen Scott, professor of - quence and statistics, 
will be in charge of the office. 

Dr. Wilbur A. Selle, professor of physiology and 
director of the Laboratory of Medical Physics, was 
appointed visiting professor of physiology at the Uni- 
versity of Arkansas School of Medicine and spent 
several weeks in Arkansas between semesters. 

Dr. C. W. Pomerat, professor of anatomy, has been 
named one of five vice-presidents of the Texas Acad- 
emy of Science, reports the Garland News. 


Southwestern Medical College, Dallas, through the 
cooperation of the Theological School of Southern 
Methodist University, has instituted a new aid to pa- 
tients in the psychiatric wards of Parkland Hospital. 
A senior theological student has begun part time 
work in the wards as an attendant. This arrange- 
ment provides soothing guidance for the patients 
and experience for the students which will give them 
an insight into needed social work, Dr. Guy Witt, 
chairman of the Neuropsychiatry Department at 
Southwestern and chief of the Parkland psychiatric 
staff, points out. 

A memorial fund in honor of the late Dr. Hal 
Hardin, Dallas, has been established in the South- 
western Medical Foundation. The first gift to the 
fund was made by the Dallas Naval Reserve Officers 
Association. Additional contributions have been 
made, and friends of Dr. Hardin are invited to par- 
ticipate in making donations. The use to which the 
funds will be put will be decided later in coopera- 
tion with the board of trustees of the foundation, 
informs J. P. Crowder, president of the Naval Re- 
serve Officers Association. 

Southwestern Medical College, the Hogg Founda- 
tion, Highland Park Public Schools, and the Civic 
Federation of Dallas sponsored a three-day institute 
on mental health and vocational counseling in Dallas 
beginning January 15. Dr. Don P. Morris, associate 
professor of neuropsychiatry at Southwestern Medi- 
cal College, was director of the institute, which was 
designed to define and elaborate on the usefulness of 
vocational counseling as a specific portion of mental 
hygiene. 

PERSONALS 


Dr. J. N. White, Texarkana physician since 1909, 
has retired from active practice, informs the Tex- 
arkana Gazette. 

Dr. Robert Cherry, Giddings, has received the 
United States of America Typhus Commission Medal 
and the Knight Order of the Crown of Italy for his 
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work in checking an epidemic of typhus fever in 
Italy early in 1944. 


MARRIAGES 


Dr. Joseph Floyd Hocott, Hamlin, married Miss 
Betty Gwen Barlow in New York on November 24. 


BIRTHS 

To Dr. and Mrs. W. W. Coulter, Jr., McAllen, twin 
daughters, November 12. 

To Dr. and Mrs. N. D. Jarrell, Texas City, a son, 
Donald Robert, October 3. 

To Dr. and Mrs. George W. Beeler, Texas City, a 
daughter, Mary Blake, December 17. 

To Dr. and Mrs. T. M. Frank, Texas City, a son, 
Paul, in November. 

To Dr. and Mrs. Andrew Magliolo, Dickinson, a 
daughter, in January. 


¥ 
To Dr. and Mrs. G. T. Moller, Corpus Christi, a 
son, December 5. 
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Armstrong-Donley-Childress-Collingsworth-Hall 
Counties Society 
December 19, 1947 


Armstrong - Donley - Childress - Collingsworth - Hall 
Counties Medical Society met December 19 in Mem- 
phis to elect officers. The following were chosen: 
R. E. Clark, Memphis, president; Elmer Jones, Wel- 
lington, secretary; E. W. Jones, Wellington, dele- 
gate; J. A. Odom, Memphis, alternate. 


Bell County Society 


December 4, 1947 
(Reported by J. G. Rodarte, Secretary) 

Fifty-five members and nineteen guests were pres- 
ent for the December 4 meeting of Bell County Medi- 
cal Society in Temple. The following officers were 
elected: Travis Smith, Temple, president; J. H. 
Greenwood, Temple, vice-president; J. G. Rodarte, 
Temple, secretary-treasurer; V. M. Longmire, Tem- 
ple; J. W. Pittman, Belton; and L. W. Pollok, Tem- 
ple, censors; A. C. Scott, Jr., and R. D. Moreton, 
both of Temple, delegates; and A. F. Wolf, Temple; 


W. A. Chernosky, Temple; and J. W. Pittman, Bel- 
ton, alternates. 


Bexar County Society 
December 18, 1947 


Bexar County Medical Society, meeting December 
18 in San Antonio, elected officers as follows: Charles 
B. Alexander, president; E. F. Lyon, Jr., vice-presi- 
dent; Wilbur Robertson, treasurer; and John L. Mat- 
thews, secretary. 


Brazoria County Society 


January 8, 1948 
(Reported by A. 0. McCary, Secretary) 
Treatment of Traumatic Wounds of Violence (motion picture). 

Brazoria County Medical Society members, their 
wives, and dentists and their wives met for a chicken 
dinner at Freeport on January 8 with the physicians 
of Freeport as hosts. The auxiliary held a separate 
meeting following dinner. 

A discussion of the possible redistricting of the 
area to transfer Brazoria County from District 9 to 
District 8 was led by W. H. Wooten, Columbus, and 
Harvey Renger, Hallettsville. A motion favoring the 
change was unanimously passed. 

Officers for 1948 were then elected as follows: 
W. T. Calloway, Freeport, president; G. J. Hayes, 
Alvin, vice-president; A. O. McCary, Freeport, sec- 
retary-treasurer; W. C. Holt, Angleton; R. M. Mc- 
Cary, Freeport; and Herbert Merz, Alvin, censors; 
Ralph E. Gray, Lake Jackson, delegate; and Joe S. 
Montgomery, Angleton, alternate. 
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The motion picture named above was shown. 
Brown-Comanche-Mills-San Saba Counties Society 
December 9, 1947 
(Reported by S. Braswell Locker, Secretary) 

Officers for 1948 were elected by Brown-Comanche- 
Mills-San Saba Counties Medical Society at its meet- 
ing December 9. Those chosen, all of whom are from 
Brownwood, were as follows: P. M. Wheelis, presi- 
dent; J. B. N. Walker, vice-president; S. Braswell 
Locker, secretary; H. L. Locker, delegate. 


Cameron-Willacy Counties Society 
(Reported by Karl A. Roth, Secretary) 


Cameron- Willacy Counties Medical Society has 
elected the following officers for the coming year: 
James D. Casey, San Benito, president; George E. 
Bennack, Raymondville, vice-president; Hunter L. 
Scales, San Benito, secretary; Troy A. Shafer, Har- 


lingen, delegate; and Phil A. Bleakney, Harlingen, 
alternate. 


Cherokee County Society 
December 16, 1947 


Recent Developments in Treatment of Infectious Diseases—J. T. 

Boyd, Jacksonville. 

Cherokee County Medical Society met in Rusk on 
December 16 for the scientific paper noted above and 
a discussion by L. L. Travis, Jacksonville, concerning 
a proposed public health service unit for Cherokee 
County. 

The following officers were elected: Kay B. Urban, 
Rusk, president; Clyde Adams, Rusk, vice-president; 
and T. H. Cobble, Rusk, secretary-treasurer. 


Collin County Society 
December, 1947 


Officers elected by Collin County Medical Society 
at its December meeting in McKinney include R. L. 
Davis, president; John M. Hooper, vice-president; 
Charley Wysong, secretary-treasurer; W. S. Wysong, 
John M. Hooper, and H. F. Wolford, censors; Charley 
Wysong, delegate; and John M. Hooper, alternate. 
All the officers reside in McKinney. 


Colorado-Fayette Counties Society 
(Reported by C. I. Shult, Secretary) 


Officers for 1948 have been elected by Colorado- 
Fayette Counties Medical Society as follows: Frank 
Guenther, LaGrange, president; Leslie D. Boelsche, 
LaGrange, vice-president; Clarence I. Shult, Colum- 
bus, secretary-treasurer; and J. H. Wooten, Jr., Co- 
lumbus, delegates. 


Comal County Society 
December 17, 1947 


(Reported by John Schaefer, Secretary) 


Election of officers by Comal County Medical So- 
ciety at its meeting December 27 in New Braunfels 
resulted in the following: Rennie Wright, president; 
Arthur Bergfeld, vice-president; John Schaefer, sec- 
retary-treasurer; Arthur Bergfeld, delegate; H. E. 
Karbach, alternate; Bertha Frueholz, A. J. Hinman, 
and M. C. Hagler, censors. The committee on legis- 
lation and public relations is composed of Fred Frue- 
holz and Jack Bergfeld; the committee on hospital 
and medical services, M. C. Hagler, H. E. Karbach, 
and Jack Bergfeld; and the committee on tubercu- 
losis control, Rennie Wright and Jack Bergfeld. 


Dallam-Hartley-Sherman-Moore Counties Society 
December, 1947 


Common Diseases of the Gall Bladder (lantern slides and motion 
picture)—Guy Owens, Amarillo. 

Three Amarillo physicians were guests of Dallam- 
Hartley-Sherman-Moore Counties Medical Society 
when it met in Dalhart in December. Guy Owens, 
one of the guests, presented the scientific program. 
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Dawson-Lynn-Terry-Gaines- Yoakum Counties Society 
December 10, 1947 
(Reported by C. A. Pigford, Secretary) 


Dawson-Lynn-Terry-Gaines- Yoakum Counties Med- 
ical Society met December 10 in Brownfield to elect 
officers. The following were chosen: A. H. Daniell, 
Brownfield, president; J. E. Johnson, Lamesa, vice- 
president; C. A. Pigford, Seagraves, secretary; J. E. 
Johnson, Lamesa, delegate; and A. S. Toomb, Semi- 
nole, alternate. 


Denton County Society 
December, 1947 


Denton County Medical Society has elected its of- 
ficers for 1948 as follows: George W. Hinkle, Den- 
ton, president; B. E. Davis, Denton, vice-president; 
and J. W. Holland, Denton, secretary. 

The society passed a resolution favoring estab- 
lishment of a city-county health unit in Denton, 
preparatory to presenting their recommendations to 
city, county, and school agencies, which have the 
authority to appropriate funds for the unit. 


Falls County Society 
December 8, 1947 


(Reported by Neil D. Buie, Jr., Secretary) 
Orthopedic Problems—D. R. Swetland, Marlin. 


Falls County Medical Society met in Marlin on 
December 8. Following presentation of the paper 
mentioned, officers for 1948 were elected. The new 
officers, all of Marlin, are A. E. von Tobel, presi- 
dent; J. B. Barnett, vice-president; Charles H. Corn- 
well, secretary; Neil D. Buie, Jr., delegate; T. G. 
Glass, alternate; and J. I. Collier, censor. 


Galveston County Society 


December 17, 1947 
(Reported by Edward J. Lefeber, Secretary) 

New officers elected by Galveston County Medical 
Society at its meeting in Galveston on December 17 
include the following: Clarence Quinn, Texas City, 
president; Raymond Gregory, Galveston, vice-presi- 
dent; Edward J. Lefeber, Galveston, secretary; Her- 
man Weinert, Jr., Galveston, treasurer; John Mc- 
Givney, Galveston, and Truman G. Blocker, Jr., Gal- 
veston (hold over), delegates; Dick Wall, Galveston, 
and Charles T. Stone, Sr., Galveston (hold over), 
alternates; B. R. Parrish, Galveston; J. L. Jinkins, 
Galveston; and J. C. Magliolo, Dickinson, censors. 


Gonzales County Society 
(Reported by C. C. Cogburn, Secretary) 

Officers for the ensuing year have been elected by 
Gonzales County Medical Society as follows: George 
Holmes, Gonzales, president; N. A. Elder, Nixon, 
vice-president; C. C. Cogburn, Nixon, secretary- 
treasurer; David Shelby, Gonzales; George Holmes, 
Gonzales; and L. J. Stahl, Gonzales, censors; David 
Shelby, Gonzales, delegates; C. C. Cogburn, Nixon, 
alternate. W. A. Sievers, Gonzales, is chairman of 
public relations, and David Shelby, Gonzales, is chair- 
man of the legislative committee. 


Guadalupe County Society 
(Reported by Ilse H. Mannheimer, Secretary) 
Guadalupe County Medical Society has elected the 
following officers: A. I. Heinen, president; R. L 
Knolle, Sr., vice-president; and Joseph T. Goetz, sec- 
retary-treasurer. All are of Seguin. 


Hardin-Tyler Counties Society 
December 9, 1947 
Hardin-Tyler Counties Medical Society, meeting 
December 9 in Kountze, voted to support a bond issue 
for a county hospital to be located in Kountze and 


to back the county commissioners in obtaining the 
hospital. 


Officers were elected as follows: George D. Tenni- 
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son, Silsbee, president; J. C. Miller, Doucette, vice- 
president; E. T. Gauntt, Kountze, secretary; Watt 
Barclay, Woodville, delegate; J. A. Knight, Beau- 
mont, alternate; Watt Barclay, Woodville; J. .A. 


Knight, Beaumont; and W. W. Anderson, Kountze, 
censors. 


Hunt-Rockwall-Rains Counties Society 


Officers for Hunt-Rockwall-Rains Counties Medi- 
cal Society were elected December 16 as follows: 
Frank J. Little, president; F. S. Carruthers, vice- 
president; Ralph W. Jenks, secretary-treasurer. All 
reside in Greenville. 


Jasper-Newton Counties Society 
December 15, 1947 
(Reported by W. S. Sanders, Secretary) 
Jasper-Newton Counties Medical Society elected 
officers December 15 in Jasper. Joe W. Dickerson, 
Jasper, was elected president; Lee E. Hartman, New- 
ton, vice-president; W. S. Sanders, Jasper, secretary- 
treasurer; A. J. Richardson, Sr., Jasper, delegate; 
and James N. Seale, Jasper, alternate. 


Kerr-Kendall-Gillespie-Bandera Counties Society 
December, 1947 


A discussion of the district organization and its 
purposes was presented by Cary Poindexter, Crystal 
City, councilor of District 5, for Kerr-Kendall-Gilles- 
pie-Bandera Counties Medical Society when it met in 
Kerrville in December. 

The society elected the following officers: D. E. 
Packard, Kerrville, president; E. L. Dyer, Kerrville, 
vice-president; Roger Stevenson, Kerrville, secretary- 
treasurer; D. R. Knanp, Kerrville, delegate; and L. 
W. Feller, Fredericksburg, alternate. 


Lamar County Society 
December 11, 1947 


Lamar County Medical Society, meeting in Paris 
on December 11, endorsed a mass chest examination 
by roentgen ray to be conducted by the State De- 
partment of Health in an effort to discover cases 
of tuberculosis. 

D. F. Kerbow, Paris, was elected president; J. C. 
Strong, vice-president; Thomas E. Hunt, Jr., secre- 
tary-treasurer; J. E. Armstrong, censor; J. A. Steph- 
ens, delegate; and T. E. Hunt, Sr., alternate. The 
new officers are all residents of Paris. 


Lavaca County Society 
December 19, 1947 
(Reported by James W. Boyle, Jr., Secretary) 

The following officers were elected December 19 
by Lavaca County Medical Society: Robert W. Wil- 
liams, Shiner, president; Hugo J. Strieder, Moulton, 
vice-president; James W. Boyle, Jr., Shiner, secre- 
tary-treasurer; Frank M. Wagner, Shiner, delegate; 
and C. R. Dufner, Hallettsville, alternate. 


Liberty-Chambers Counties Society 
December, 1947 


Liberty-Chambers Counties Medical Society at its 
December meeting in Dayton heard a talk by Michael 
O’Heeron, Houston, concerning a recent operation he 
had performed, and saw a technicolor motion picture 
made of the operation by A. Eastman, Houston, med- 
ical photographer. 

Election and installation of officers was also held 
at the turkey dinner meeting. Those installed in- 
clude Don Schulz, Liberty, president; Thomas L. 
Fahring, Anahuac, vice-president; Ernest R. Richter, 
Dayton, secretary; A. R. Shearer, Mont Belvieu, del- 
egate; and D. H. Davies, Liberty, alternate. 


McLennan County Society 
December 16, 1947 
Officers were elected at a Christmas party held 
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December 16 at Lake Waco Country Club by Mc- 
Lennan County Medical Society. The party, which 
was arranged by Tom Oliver, honored the senior 
members of the society, H. T. Aynesworth, H. F. Con- 
nally, W. L. Crosthwait, H. R. Dudgeon, W. S. Witte, 
J. R. Shipp, E. A. Milam, W. R. Nail, H. J. Germany, 
Ed Smith, and J. J. Smith. 

The society elected H. H. Trippet as president; 
Clayton J. Traylor, vice-president; and W. M. Avent, 
secretary-treasurer. 


Medina-Uvalde-Maverick-Val Verde-Edwards-Real- 
Kinney-Terrell-Zavala Counties Society 
December 12, 1947 


Medina-Uvalde-Maverick-Val Verde-Edwards-Real- 
Kinney - Terrell - Zavala Counties Medical Society, 
meeting December 12 at Crystal City, elected the 
following officers: W. R. McWilliams, Del Rio, pres- 
ident; W. L. Hollister, Uvalde, vice-president; Bucky 
L. Burditt, Del Rio, secretary; D. P. Dimmitt, Uval- 
de, delegate; and Boyd Nibling, Del Rio, alternate. 


Rusk County Society 
December 18, 1947 
(Reported by Alfred S. Wolfe, Secretary) 


Officers elected by Rusk County Medical Society 
on December 18 include Lloyd Deason, Henderson, 
president; E. Heiligman, Overton, vice-president; A. 
Wolfe, Henderson, secretary; H. Heili igman, Overton, 
delegate; and L. M. Shipp, Henderson, alternate. The 
legislative committee is composed of. Lynn Hilburn, 
Griff Ross, and H. A. Suehs, all of Henderson. 


Smith County Society 


December 11, 1947 
Plan for Federal Aid in Hospital Construction—Norman O. Rob- 
erts, Austin. 

Smith County Medical Society held its annual meet- 
ing December 11 in Tyler with Mr. Norman O. Rob- 
erts, Austin, director of the Hospital Survey and 
Construction Division of the State Department of 
Health, as guest speaker. 

Officers, all from Tyler, were elected as follows: 
Jesse Goldfeder, president; James Vaughn, vice- 
president; William M. Bailey, secretary-treasurer; 
Carter Anderson, censor; and T. M. Jarmon, delegate. 


Travis County Society 
December 16, 1947 


Travis County Medical Society, meeting December 
16 in Austin, elected Joe Thorne Gilbert as presi- 
dent; H. L. Klotz, vice-president; and M. Allen 
Forbes, Jr., secretary-treasurer. Roger J. Williams, 
Ph. D., University of Texas biochemist, was the 
guest speaker. 


Tarrant County Society 
December 2, 1947 
(Reported by W. P. Higgins, Jr., Secretary) 

Tarrant County Medical Society met December 2 
in Fort Worth with 122 members present to hear 
annual reports of officers and committees and to 
elect officers. The following officers were named: 
Bert Ball, president-elect; Sim Hulsey, vice-presi- 
dent; W. P. Higgins, Jr., secretary-treasurer; C. S. E. 
Touzel, censor; May Owen, trustee; Hobart O. Dea- 
ton and C. O. Terrell, delegates; and William M. 
Crawford and Theron Funk, alternates. X. R. Hyde 
will assume the office of president, having served 
during 1947 as president-elect. 


December 16, 1947 
(Reported by W. P. Higgins, Jr., Secretary) 
Which Way American Medicine?—-Tom Bond, Fort Worth. 
Sixty-three members and two visitors were pres- 
ent for the December 16 meeting of Tarrant County 


Medical Society in Fort Worth at which the program 
outlined above was presented. 
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Tribute was paid to Dr. Holman Taylor, Fort 
Worth, Secretary of the State Medical Association, 
who died December 4. 

A resolution pertaining to the establishment of a 
scholarship fund for young women students in ap- 
proved Fort Worth schools of medical laboratory 
technology was presented by John J. Andujar. The 
resolution was referred to the board of directors. 

John M. Jones, U. S. Public Health Service Hos- 
pital, was elected to membership upon application. 

The outgoing president, May Owen, was presented 
a gift by the society. Refreshments were served 
through the courtesy of the Fort Worth chapter of 
the Medical Service Society of America. 


Victoria-Calhoun-Goliad Counties Society 
December 17, 1947 
(Reported by Ern C. Mooney, Secretary) 


Officers elected by Victoria-Calhoun-Goliad Coun- 
ties Medical Society are as follows: Edward Ehlert, 
president; Fred B. Shields, vice-president; Ern C. 
Mooney, secretary-treasurer; Roy S. Lander, censor; 
Rawley W. Ward, delegate; and Heaton Smith, al- 
ternate. All are of Victoria. 


Wharton-Jackson-Matagorda-Fort Bend 
Counties Society 


Officers for 1948 elected by Wharton-Jackson- 
Matagorda-Fort Bend Counties Medical Society in- 
clude the following: Vernon A. Black, Wharton, 
president; Homer Matthes, Bay City, vice-president; 
Harold M. Northington, Wharton, secretary -treas- 
urer; R. G. Johnson, Newgulf, delegate; and J. W. 
Simons, Newgulf, alternate. 


AUXILIARY NOTES 


Officers of the Woman’s Auxiliary to the State Medical Asso- 
ciation of Texas: President, Mrs. Edward C. Ferguson, Beau- 
mont; President-Elect, Mrs. S. M. Hill, Dallas; First Vice-Presi- 
dent, Mrs. A. N. Boyd, Houston; Second Vice-President, Mrs. 
H. P. Ledford, Wichita Falls; Third Vice-President, Mrs. A. L 
Delaney, Liberty; Fourth Vice-President, Mrs. W. Frank Arm- 
strong, Fort Worth; Recording Secretary, Mrs. M. A. Ramsdell, 
San Antonio; Corresponding Secretary, Mrs. W. G. Wallace, 
Beaumont; Publicity Secretary, Mrs. J. F. Campbell, Fort 
Worth; Treasurer, Mrs. J. Guy Jones, Dallas; Parliamentarian, 
Mrs. Paul Brindley, Galveston. 








AUXILIARY NEWS 


Bell County Auxiliary entertained Mrs. Edward C. 
Ferguson, Beaumont, president of the State Aux- 
iliary, as its special guest January 9 in Temple. She 
gave a short report on the aims and accomplishments 
of the auxiliary. Mrs. G. V. Brindley, Temple, re- 
viewed George Bernard Shaw’s “Man and Super- 
man.” 

W. F. Burchard gave a talk on the Citizens’ Health 
Council of Temple, and the Auxiliary voted unani- 
mously to become a member of the council. Mrs. 
J. G. Rodarte and Mrs. Brindley reported that health 
films had been shown to 2,562 school children and 
that speakers had been secured to talk to high school 
and junior college classes to promote the recruit- 
ment of student nurses. Mrs. Charles Phillips re- 
ported the sale of forty-seven subscriptions to 
Hygeia. 

Mrs. Travis Smith and Mrs. Brindley presided at 
the silver service during the social hour. Hostesses 
were Mesdames Ford Wolf, R. G. Greenlee, E. D. 
McKay, David Eanes, H. B. Macey, and R. D. More- 
ton.—Mrs. E. O. Bradfield. 


Bexar County Auxiliary held a business meeting, 
followed by brunch, on January 9 in San Antonio. 
Mrs. Herbert Hill and Mrs.’ Milton Davis were 


hostesses.—Mrs. John W. Worsham, Publicity Chair- 
man. 


Brazoria County Auxiliary members were dinner 
guests of Freeport doctors in Freeport on January 8. 


1948 


Following dinner, the women held a separate meet- 
ing at which the following officers were elected: 
Mesdames Ralph E. Gray, Lake Jackson, president; 
W. M. Greenwood, West Columbia, first vice-presi- 
dent; R. M. McCary, Freeport, second vice-president; 
R. C. Miller, Lake Jackson, third vice-president; J.S. 
Montgomery, Angleton, treasurer; W. S. Nicholson, 
Freeport, corresponding secretary; and H. L. Shaw, 
Freeport, recording secretary. 

It was decided to continue assisting student nurses 
by providing a scholarship each year for a worthy 
girl wishing to become a nurse, funds for the pur- 
pose to be raised by assessing each member $5 when 
necessary. Mesdames Walter E. Cox, Angleton; M. 
E. Thompson, Freeport; W. M. Greenwood, West 
Columbia; and G. J. Hayes, Alvin, were appointed 
to secure applications for the scholarship. A letter 
from the superintendent of nurses at Memorial Hos- 
pital, Houston, gave news of the student nurse now 
being helped by the auxiliary, and a letter from the 
student herself was also read. 

Mrs.’ Thelma Hutchins, chairman of the “March 
of Dimes” in the area, reported on crippled children’s 
work in Brazoria County and urged support of the 
campaign for funds. Mrs. H. L. Shaw gave an ac- 
count of her visit to the Gonzales Warm Springs. 
Upon her suggestion the auxiliary decided to have a 
Gonzales Warm Springs Day.—Mrs. Walter E. Cox. 


Brazos-Robertson Auxiliary entertained at a Christ- 
mas dinner December 18 in the home of Dr. and Mrs. 
R. Henry Harrison, Bryan, with husbands of the 
members as guests. Gifts were exchanged and 
Christmas carols were sung by approximately thirty. 

The auxiliary in a called meeting earlier in De- 
cember elected Mrs. T. T. Walton, Bryan, as treas- 
urer to serve the unexpired term of Mrs. W. M. 
Boguskie, Hearne. 


Dallas County Auxiliary met in Dallas on January 
7 for a luncheon program on community health spon- 
sored by the health education committee. Mrs. L. S. 
Thompson, chairman of public relations for the State 
Auxiliary, presided over a program on “The Doctor’s 
Wife and Her Place in Community Health.” Dr. 
George Schenewerk, Dallas, chairman of the Com- 
mittee on Public Relations of the State Medical As- 
sociation, spoke on “The Medical Profession and Its 
Relation to the Health of the Community.” Mesdames 
Robert Winn and C. O. Patterson spoke on “Obliga- 
tions of the Doctor’s Wife As an Individual and As 


an Auxiliary Member.”—Mrs. W. P. Devereux, Pub- 
licity Chairman. 


Mrs. Alex Terrell, Dallas, died January 9, 1948. 
She is survived by her husband, Dr. Terrell, and her 
parents, Mr. and Mrs. T. E. Braniff, Dallas. 


El] Paso County Auxiliary, when it met for lunch- 
eon in El Paso on January 12, heard a report by 
Mrs. George Turner of a meeting of the National 
Auxiliary. Mrs. Louis W. Breck talked on medical 
trends in Congress, and Mrs. J. J. Gorman gave med- 
ical current events. 

Mesdames John D. Martin and John D. Peticolas 
were hostesses, assisted by Mesdames Harry Leigh, 
Julian Lombard, A. G. Marshall, H. J. Marshall, C. H. 
Mason, T. J. McCamant, Paul McChesney, Irving Mc- 
Neil, Felix P. Miller, J. H. Miskimins, M. S. Malloy, 
R. Molinar, John Morrison, A. W. Multhauf, R. Mut- 
nick, P. R. Outlaw, and Alvin Perry—Mrs. W. W. 
Schuessler. 


Harris County Auxiliary entertained members of 
the medical society and other guests at a holiday 
supper-dance in Houston on December 13. Mrs. J. 
Peyton Barnes and Mrs. Lynn Zarr were cochairmen. 
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Hunt-Rockwell-Rains Counties Auxiliary had a din- 
ner in Greenville on December 16 with members of 
the medical society as guests. The principal speaker 
was the Rev. L. D. Ball, pastor of the First Baptist 
Church. Special music was furnished by Farrell 
Welch, violinist, and a quartet composed of Drs. E. T. 
Crim, Frank J. Little, John Pickett, and S. D. Whit- 
ten. Mrs. Henry Maier, president of the auxiliary, 
presided and welcomed the physicians. Dr. Crim, 
president of the medical society, responded. The Rev. 
James L. Sandlin, pastor of the Central Christian 
Church, gave the invocation. 


Kerr-Kendall-Gillespie-Bandera Counties Auxiliary 
met December 12 at the home of Mrs. Linda Simp- 
son, Kerrville. Mesdames D. R. Knapp, C. B. Mat- 
thews, and C. F. Culver were cohostesses. Twenty- 
three members were present. The treasurer gave a 
report and seven members reported having had phys- 
ical examinations. It was decided to carry the names 
of Mrs. J. F. Nooe, Boerne, and Mrs. J. P. Domin- 
gues, Kerrville, deceased honorary members, on the 
roll in memorium for the year.—Mrs. D. E. Packard, 
Secretary. 

Kerr-Kendall-Gillespie-Bandera Counties Auxiliary 
met January 9 at the home of Mrs. W. E. Gregg, 
Kerrville, with Mesdames David McCullough, Kerr- 
ville; Charles Livingston, Legion; and Mara Green, 
Kerrville, as cohostesses. Twenty-four members heard 
Mrs. R. H. Weiss review the book “Gus, the Great” 
by Thomas W. Duncan. Mrs. W. L. Secor requested 
help in increasing Hygeia subscriptions. It was 
agreed that each member would be responsible for se- 
curing her husband’s subscription. Cake and coffee 
were served by Mrs. L. L. Keyser, Fredericksburg, 
and Mrs. J. D. Jackson, Kerrville—Mrs. Roger Ste- 
venson, Secretary Pro Tem. 


Nolan-Fisher-Mitchell Counties Auxiliary held a 
luncheon meeting in Sweetwater on December 9 
with two guest speakers. Mrs. A. E. Wood, Roscoe, 
talked on collecting antiques, and Mrs. W. G. Davis, 
Sweetwater, talked on early American glass. Mrs. 
S. W. Bonner and Mrs. B. H. Ailts, both of Sweet- 


water, were present as new members.—Mrs. Owen 
C. Berg. 


Nueces County Auxiliary entertained husbands of 
the members at a Christmas party in Corpus Christi 
on December 19. The hostesses were Mesdames Y. 
C. Smith, Kleberg Eckhardt, Robert Sigler, James 
Sharp, and Duncan Stewart, assisted by the presi- 
dent, Mrs. Frank Ellis.—Mrs. E. Jackson Giles. 


Smith County Auxiliary had a luncheon meeting 
in December at Tyler with more than forty women 
present to hear a talk by Mrs. Edward C. Ferguson, 
Beaumont, president of the State Auxiliary. Three 
counties other than Smith were represented. A short’ 
program of readings and music was presented.— 
Mrs. E. D. Rice, Publicity Secretary. * 


Taylor-Jones Counties Auxiliary met December 13 
in the home of Mrs. W. B. Adamson, Abilene, for a 
talk on public relations by Mrs. T. Wade Hedrick. 
Thirty-five members were present. 

A dinner-dance for members of the Taylor-Jones 
Counties Auxiliary and Medical Society. was held in 
Abilene on December 16. One hundred fifty mem- 
bers and guests attended.—Mrs. Donald McDonald, 
Publicity Secretary. 


Tom Green-Eight County Auxiliary on January 5 
in San Angelo heard Mrs. C. E. Bludworth review 
the book “The Modern Woman” by Ferdinand Lund- 
berg and Marynia Farnham. Mrs. W. Grady Mitchell, 
president, presided and appointed a nominating com- 
mittee composed of Mesdames Perry J. C. Byars, 
Kermit Brask, and Lewis K. Tester. During a social 
hour Mrs. Mitchell and Mrs. R. M. Arledge presided 
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at the tea services. Seventy-five guests were served 
by the hostesses, Mesdames W. B. Butner, W. H. 
Brauns, J. Douglas Barry, Gus Eckhardt, Henry N. 
Ricci, and R. E. Windham.—Mrs. M. D. Knight. 


Twelfth District Auxiliary met in Waco on Janu- 
ary 13 with Mrs. R. S. Wood, Waco, president, pre- 
siding. Following some songs by Miss Ruth Cline, 
Mrs. Ray E. Bullard, Waco, gave a welcoming ad- 
dress. Representatives of each county gave a report 
of the year’s work in their county. A memorial 
fund collection of $22.25 was received, and upon rec- 
ommendation of the resolutions committee, the con- 
tribution was made in memory of Mesdames J. E. 
Robinson, Temple; H. F. Connally, Waco; W. F. 
Shipp, Lorena; and J. W. Huddleston, Waco. 

The officers nominated by the nominating com- 
mittee were unanimously elected as follows: Mes- 
dames Raleigh R. White, Temple, president; R. J. 
Hanks, Waco, vice-president; Ray E. Bullard, Waco, 
secretary-treasurer; D. R. Swetland, Marlin, pub- 
licity chairman. 

Mrs. Edward C. Ferguson, Beaumont, president of 
the State Auxiliary, was a special guest and talked 
to the auxiliary. After her talk, coffee was served 
by Mrs. J. L. Staton. 

Following luncheon, which was held jointly with 
the Medical Society, auxiliary members attended a 
tea at the home of Mrs. H. R. Dudgeon, Sr. Mrs. 
Roger Q. Garrett, Marlin, played the piano and Mrs. 
J. R. Gillam, Marlin, gave a reading. 

Mrs. G. V. Brindley, Temple, and Mrs. W. A. 
Wood, Waco, are seeking information concerning the 
history and past presidents of the Twelfth District 
Auxiliary.—Mrs. A. F. Wolf, Publicity Chairman. 


DEATHS* 


Dr. Andrew Jackson Cooper, Midland, Texas, died 


December 24, 1947, of cardiovascular disease and 
arteriosclerosis. 


DR. A. J. COOPER 


Born July 10, 1875, at Opalika, Ala., Dr. Cooper 
was the son of Major A. J. and Mary Alice Cooper. 


*An obituary ordinarily will not be published more than four 
months after date of death. Cooperation in reporting deaths of 
physicians and in furnishing appropriate biographical material 
promptly is solicited. 
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His academic education was secured at Baylor Uni- 
versity, Waco, and his medical degree at Louisville 
Medical College, Louisville, Ky., in 1898. He prac- 
ticed for short periods at several towns in Erath, 
Bosque, Comanche, ar.d Haskell Counties before go- 
ing to Abilene, where he was in practice fourteen 
years. For the past fifteen years he had resided in 
Midland. He would have practiced a total of fifty 
years had he lived until February. 

Dr. Cooper was a member of the State Medical 
Association and American Medical Association from 
1906 through 1909, from: 1920 through 1923, and 
from 1944 until the time of his death. His county 
medical society membership had been successively 
through Erath, Comanche, Knox-Haskell, Taylor, and 
Ector - Midland - Martin - Howard - Andrews - Glasscock 
Counties. He was on the examining board for Taylor 
County during World War I and was county health 
officer there in 1910. In Abilene he owned and op- 
erated the Emergency Hospital. After his location 
in Midland, Dr. Cooper was on the examining board 
for members of the State Guard in Midland County, 
and was a member of the Baptist Church, Shrine 
Club, Masonic Lodge, Eastern Star, past president 
of the Scottish Rite Club, and member of the Ki- 
wanis Club. He was a member of the Scottish Rite 
Consistory and El] Maida Temple, El Paso. At one 
time he had served as local surgeon for the Missouri, 
Kansas and Texas and the Frisco Railroads. 

On September 14, 1926, Dr. Cooper married Miss 
Leora Wood, Abilene, who survives. He is also sur- 
vived by a daughter, Mrs. Horace Holly; a son, R. J. 
Cooper; and two granddaughters, all of Abilene. 


Dr. Noah Albert Davidson, Harlingen, Texas, died 
December 10, 1947. 

Dr. Davidson was born August 17, 1881, at Jewett, 
the son of William Riley and Joyce Adaline David- 


DR. N. A. DAVIDSON 


son. He attended the country schools in Leon Coun- 
ty and received his medical education at Baylor Uni- 
versity College of Medicine, Dallas, from which he 
was graduated in 1911. He later did postgraduate 
work at Tulane University, New Orleans. Following 
his graduation, Dr. Davidson began practice in Buf- 
falo. He moved to Harlingen in 1922, at first doing 
general practice and then specializing in surgery. 
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He was instrumental in founding the Valley Baptist 
Hospital, Harlingen, being one of the three original 
incorporators, and served the hospital for a time as 
chief of staff and then as chief of surgery. He was 
instructor in anatomy and physiology for the nurses 
training school, inaugurated at the hospital in Sep- 
tember, 1947. 

Throughout his professional career Dr. Davidson 
was a member of the State Medical Association and 
American Medical Association, first through Dallas 
County Medical Society, then through Leon County 
Medical Society, and more recently through Cameron 
and Cameron-Willacy Counties Medical Society. He 
was president of Cameron-Willacy Counties Society 
in 1939. Dr. Davidson was serving his third three- 
year term as president of the Harlingen School 
Board and had been a member for a fourth term. 
He was a charter member and past president of the 
Harlingen Rotary Club, a deacon of the First Bap- 
tist Church, and a member of the Masonic Lodge, 
Shrine, Knights Templar, and Woodmen of the World. 
He was physician for the Harlingen Fire Depart- 
ment, being himself a volunteer fireman, and for the 
Harlingen High School football team. 

On March 3, 1929, in Hemphill, Dr. Davidson mar- 
ried Miss Dorris Ruth Drury. He is survived by 
his wife; two daughters, Leila Joyce Davidson, a 
student at Baylor University, Waco, and Barbara 
Ruth Davidson, Harlingen; three sisters, Mrs. Stella 
Blair, Buffalo; Mrs. Henry Windham, Teague; and 
Mrs. E. H. Bottoms, Corsicana; and one half brother, 
Monroe Vann, Jewett. A son, N. A. Davidson, Jr., 
died in 1936 at the age of 5. 


Dr. Hal White Hardin, Dallas, Texas, died Decem- 
ber 29, 1947, of carcinoma of the colon and liver. 

Son of the late Dr. and Mrs. Abell D. Hardin, Dr. 
Hardin was born August 30, 1915, in Dallas. He at- 
tended the public schools of Dallas; received a 


DR. HAL WHITE HARDIN 


bachelor of science ‘degree from Southern Methodist 
University, Dallas, in 1937; and a doctor of medicine 
degree from Baylor University College of Medicine, 
Dallas, in 1939. He served a year’s internship at 
Graduate Hospital, University of Pennsylvania, Phil- 
adelphia, and was resident in ophthalmology for one 
year each at Billings Eye Hospital, Chicago, and 
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Cincinnati General Hospital, Cincinnati. Following 
three years of service in the Navy as an eye special- 
ist in the South Atlantic area, Dr. Hardin returned 
to Dallas to practice. He was clinical instructor in 
ophthalmology at Southwestern Medical College and 
a staff member of Baylor Hospital. 

Since 1944 Dr. Hardin had been a member of Dal- 
las County Medical Society, the State Medical Asso- 
ciation, and the American Medical Association. He 
was a diplomate of the American Board of Ophthal- 
mology. He was a member of the Baptist Church, 
Kiwanis Club, Cooperative Club, and Naval Reserve 
Officers Association. 

Dr. Hardin is survived by his wife, the former 
Miss Ellen H. Merscher of Wilmington, Del., whom 
he married June 27, 1941; and two sons, Frederick 
Duncan Hardin and Jerre White Hardin, Dallas. 

A memorial fund in honor of Dr. Hardin has been 
established at Southwestern Medical Foundation by 
the Dallas Naval Reserve Officers Association. Ad- 
ditional contributions to the fund have been received 
from other friends, and the board of trustees of the 
foundation will cooperate in designating a special 
use for the. fund. 

Dr. Edgar Smith died of coronary occlusion at his 
office in Lockhart, Texas, on December 30, 1947. 

Dr. Smith was born December 16, 1872, at Dessau, 
Travis County, the son of Embre and Laticia (Turk) 
Smith. He attended the schools of Travis County 
and Southwestern University, Georgetown, before 
entering the University of Louisville, Louisville, Ky., 
from which he was graduated in medicine in 1897. 
For eighteen years Dr. Smith practiced at Mendoza, 


DR. EDGAR SMITH 


Caldwell County, and for the past thirty-three years 
he was in practice at Lockhart. Prior to his gradu- 
ation in medicine he worked for a-year or two in the 
Texas State Hospital, Austin. 

Continuously since 1905 Dr. Smith had been a 
member of Caldwell County Medical Society, the 
State Medical Association, and the American Medi- 
cal Association. He was also a member of the 
Seventh District Medical Society. He was formerly 
president of the county and the district societies and 
in 1916 was secretary of the Section on Surgery for 
the state association. During World Wars I and II 
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he was county medical examiner for Selective Serv- 
ice. He was a Presbyterian and an active member of 
the Masonic Lodge. He was past master of the Lock- 
hart Lodge, a member of all Scottish Rite bodies, 
including honorary thirty-third degree, a member of 
the Shrine, and past potentate of Ben Hur Temple, 
Austin. He was a past president of the Lockhart 
Business Men’s Club. 

Dr. Smith is survived by his wife, the former Miss 
Minnie Gallet, whom he married May 31, 1899. Also 
surviving are two brothers, R. L. Smith, Dessau, and 
O. A. Smith, Kingsville. 


Dr. Harold D. Parks, Lancaster, Texas, lieutenant 
colonel in the Army, was killed in an airplane crash 
in the jungles of Peru on October 10, 1947. 

Son of Dr. S. N. and Annabel (Dorby) Parks, Dr. 
Parks was born October 19, 1907, in DeSoto, Texas. 
He attended school in Lancaster; received a bachelor 
of arts degree at Trinity University, Waxahachie; 
and was graduated in medicine at Jefferson Medical 
College, Philadelphia, in 1931. After serving an in- 
ternship at the Army Station Hospital, Fort Sam 
Houston, Dr. Parks practiced for eight years in Lan- 
easter, specializing in eye, ear, nose, and throat. He 
had been on active duty with the Army since 1940. 

Dr. Parks had been a member of the Dallas County 
Medical Society, State Medical Association, and Amer- 
ican Medical Association since 1933. He was a mem- 
ber of Phi Alpha Sigma medical fraternity, the 
Presbyterian Church, and Woodmen of the World. 

Dr. Parks married Miss Bonnie B. Reeves, Phila- 
delphia, on December 22, 1930. He is survived by his 
wife; two sons, Jerry N. Parks and Colby R. Parks; 
and one brother, Hobart P. Parks, all of Lancaster. 


Dr. Alvin Preston Utterback, Brackettville, Texas, 
died January 4, 1948, at a New Orleans hospital fol- 
lowing an operation for cancer of the right lung. 





DR. A. P. UTTERBACK 


Born at Murray, Ky., on November 20, 1888, Dr. 
Utterback attended schools in Illinois and Kentucky. 
He was graduated in medicine at the University of 
Nashville, Nashyille, Tenn., in 1910, and did post- 
graduate work at Harvard Medical School, Boston. 
He served an internship at Deaconess Hospital, 
Evansville, Ind. Dr. Utterback practiced for a num- 
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ber of years at Ozona, Sanatorium, San Angelo, 
and Sanderson. He moved to Brackettville in 1935, 
practicing there since that time. He was city and 
county health officer and local physician for the 
Southern Pacific Railroad. 

Throughout most of his professional career Dr. 
Utterback was a member of the State Medical Asso- 
ciation and American Medical Association, first 
through Tom Green County Medical Society and then 
through Medina - Uvalde - Maverick - Val Verde - Ed- 
wards-Real-Kinney-Terrell- Zavala Counties Medical 
Society. He was secretary. of the latter society in 
1938 and 1939 and president in 1940, 1943, 1944, and 
1945. He was a member of Alpha Kappa Kappa med- 
ical fraternity and of Theta Nu Epsilon. 

Survivors include Dr. Utterback’s wife, the for- 
mer Miss Glee Stafford of Sherman; two:sons, A. P. 
Utterback, Jr., Brackettville, and Lt. C. Loyd Utter- 
back, Randolph Field; and two sisters, Mrs. G. D. 
Felton, Sweetwater, and Mrs. Irma Egbert, Alamo- 
gordo, N. Mex. 


Dr. Henry Fitzhugh Wolford, McKinney, Texas, 
died January 6, 1948, of heart disease. 

The son of Dr. and Mrs. W. F. Wolford, Dr. Wol- 
ford was born February 1, 1882, at Allen, Collin 
County, Texas, where he received his preliminary 
education.’ He attended Texas Christian University, 
Fort Worth, and was graduated in medicine from the 
University of Tennessee Medical School, Memphis, 
in 1904. He returned to Collin County to practice, 





DR. H. F. WOLFORD 


locating first at Allen and then moving to McKinney, 
where he was city health officer for a time. 

For a number of years Dr. Wolford had been a 
member of Collin County Medical Society, the State 
Medical Association, and the American Medical Asso- 
ciation. He was president of the county society in 
1946. He was a member of the Christian Church, 
a thirty-second degree Mason, and a hunting and 
fishing enthusiast. 

Surviving Dr. Wolford are his wife, Mrs. Betty 
Bush Wolford, whom he married at Allen on June 7, 
1905; five sisters, Mrs. R. H. Compton, San Angelo; 
Mrs. J. P. Harding, McKinney; Mrs. Cecil Garrard, 
Dallas; Mrs. Dan D. Rogers, Dallas; and Mrs. C. M. 
Hall, Corpus Christi; and one brother, J. W.. Wol- 
ford, of Oregon. 
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